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■stethoscope 


State  legislative  committee 
begins  investigating  EDS 

A state  legislative  committee  has  begem  investigating  the  problems  that 
health  care  providers  are  having  with  Medicaid  claims  processed  by 
Electronic  Data  Systems  (EDS).  The  Medicaid  Reimbursement  Investi- 
gative Committee  was  created  by  the  Legislative  Council  of  the  Gen- 
eral Assembly. 

Eor  months,  physicians  and  other  health  care  providers  have  encoun- 
tered significant  delays  and  errors  in  Medicaid  reimbursement,  result- 
ing in  bankruptcy  in  some  cases. 

The  committee  will  study  whether  EDS  has  properly  performed  the 
terms  of  its  contract  with  the  state  Indiana,  determine  what  legislative 
and  administrative  procedures  are  needed  to  eliminate  Medicaid 
reimbursement  backlogs,  delays  and  errors  and  investigate  any  other 
matter  related  to  Medicaid  reimbursement  and  processing  of  claims. 

Sen.  Pat  Miller,  R-Indianapolis,  is  chairman  of  the  committee. 

The  committee  must  make  and  report  any  recommendations  for  j 

proposed  legislation  to  the  General  Assembly  before  Eeb.  17.  The  ' 

state's  contract  with  EDS  will  expire  at  the  end  of  1996,  so  the  re- 
bidding process  must  begin  in  Eebruary.  The  state  then  would  have 
two  options:  open  bidding  to  new  contractors  or  renew  EDS's  contract 
for  one  or  two  years.  If  EDS's  contract  is  renewed,  the  state  would 
renegotiate  the  terms  of  the  contract,  adding  more  specific  responsibili- 
ties and  stricter  penalties  if  those  responsibilities  are  not  met. 

Leadership  conference  open 
to  medicai  society  officers 

Spokesperson  training  and  a constituent  skills  workshop  will  be  of- 
fered during  ISMA's  Leadership  '96  Conference.  The  conference  is 
open  to  officers  of  state,  cotmty  and  district  medical  societies,  the 
ISMA  Alliance,  the  Resident  Medical  Society  and  the  Medical  Student 
Society.  It  will  be  from  8:30  a.m.  to  4:30  p.m.  Saturday,  Feb.  10,  at  the 
University  Place  Conference  Center  on  the  lUPUI  campus  in  India- 
napolis. 

Pat  Clark  of  the  American  Medical  Association  will  conduct  the 
spokesperson  training,  which  is  designed  to  provide  participants 
with  the  fundamental  skills  necessary  to  speak  to  groups  or  do  radio, 
newspaper  or  television  interviews. 

Michael  E.  Dunn,  president  of  Michael  E.  Dunn  & Associates  Inc.,  a 
public  affairs  consulting  firm  based  in  Washington,  D.C.,  will  present 
the  constituent  skills  workshop.  He  will  discuss  how  to  write  an  ar- 
ticulate letter  that  will  get  your  legislator's  attention  and  how  to 
make  your  representative  telephone  you  for  your  opinion. 

For  more  information,  call  the  ISMA,  (317)  261-2060  or  1-800-257- 
4762.  □ 
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■editorial 


George  T.  Lukemeyer,  M.D. 
Indianapolis 

R^ecently  I was  invited  to 
give  a Grand  Rounds  presentation 
on  "The  Essence  of  Professional- 
ism" at  St.  Vincent  Hospital  in 
Indianapolis.  In  preparing  for  the 
talk,  I came  across  the  "Patient- 


Ralph  Crawshaw,  M.D. 

David  E.  Rogers,  M.D. 

Edmund  D.  Pellegrino,  M.D. 
RogerJ.  Bulger,  M.D. 

George  D.  Lundberg,  M.D. 

Lonnie  R.  Bristow,  M.D. 

Christine  K.  Cassel,  M.D. 

Jeremiah  A.  Barondess,  M.D. 

Medicine  is,  at  its  center,  a 
moral  enterprise  grounded  in  a 
covenant  of  trust.  This  covenant 
obliges  physicians  to  be  competent 
and  to  use  their  competence  in  the 
patient's  best  interests.  Physicians, 
therefore,  are  both  intellectually 
and  morally  obliged  to  act  as 
advocates  for  the  sick  wherever 
their  welfare  is  threatened  and  for 
their  health  at  all  times. 

Today,  this  covenant  of  trust  is 
significantly  threatened.  From 
within,  there  is  growing  legitima- 
tion of  the  physician's  materialistic 
self-interest;  from  without,  for- 
profit  forces  press  the  physician 
into  the  role  of  commercial  agent 
to  enhance  the  profitability  of 
health  care  organizations.  Such 
distortions  of  the  physician's 
responsibility  degrade  the  physi- 
cian-patient relationship  that  is  the 
central  element  and  structure  of 
clinical  care.  To  capitulate  to  these 
alterations  of  the  trust  relationship 
is  to  significantly  alter  the 
physician's  role  as  healer,  carer, 
helper  and  advocate  for  the  sick 
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Physician  Covenant"  statement 
prepared  by  a distinguished  group 
of  physicians  and  published  on  the 
Policy  Perspectives  page  of  the 
May  17, 1995,  issue  of  The  Journal  of 
the  American  Medical  Association. 
Recognizing  that  the  pressures  and 
time  constraints  of  a busy  practice 
may  have  allowed  this  to  slip  by 
you  unnoticed,  we  are  pleased  to 


reproduce  it  here. 

It  is  my  firm  conviction  that 
the  patient-physician  covenant  is 
the  essence  of  professionalism.  In 
this  tumultuous  time  of  change,  I 
recommend  the  following  state- 
ment for  your  careful  consider- 
ation: 


Patient-physician  covenant 

and  for  the  health  of  all. 

By  its  traditions  and  very 
nature,  medicine  is  a special  kind 
of  human  activity  ~ one  that 
cannot  be  pursued  effectively 
without  the  virtues  of  humility, 
honesty,  intellectual  integrity, 
compassion,  and  effacement  of 
excessive  self-interest.  These  traits 
mark  physicians  as  members  of  a 
moral  community  dedicated  to 
something  other  than  its  own  self- 
interest. 

Our  first  obligation  must  be  to 
serve  the  good  of  those  persons 
who  seek  our  help  and  trust  us  to 
provide  it.  Physicians,  as  physi- 
cians, are  not,  and  must  never  be, 
commercial  entrepreneurs, 
gateclosers  or  agents  of  fiscal 
policy  that  runs  counter  to  our 
trust.  Any  defection  from  primacy 
of  the  patient's  well-being  places 
the  patient  at  risk  by  treatment 
that  may  compromise  quality  of  or 
access  to  medical  care. 

We  believe  the  medical 
profession  must  reaffirm  the 
primacy  of  its  obligation  to  the 
patient  through  national,  state  and 
local  professional  societies;  our 
academic,  research  and  hospital 
organizations;  and  especially 
through  personal  behavior.  As 
advocates  for  the  promotion  of 
health  and  support  of  the  sick,  we 
are  called  upon  to  discuss,  defend 
and  promulgate  medical  care  by 
every  ethical  means  available. 


Only  by  caring  and  advocating  for 
the  patient  can  the  integrity  of  our 
profession  be  affirmed.  Thus  we 
honor  our  covenant  of  trust  with 
patients.  □ 

Dr.  Crawshaw  is  in  private 
practice  in  Portland,  Ore.;  Dr.  Rogers, 
who  died  Dec.  5, 1994,  was  the  Walsh 
McDermott  University  Professor  of 
Medicine  at  the  New  York  Hospital- 
Cornell  Medical  Center;  Dr. 

Pellegrino  is  director.  Center  for 
Clinical  Bioethics,  Georgetown 
University  Medical  Center,  Washing- 
ton, D.C.;  Dr.  Bulger  is  president. 
Association  of  Academic  Health 
Centers,  Washington,  D.C.;  Dr. 
Lundberg  is  editor,  JAMA,  Chicago; 
Dr.  Bristow  is  president,  American 
Medical  Association;  Chicago;  Dr. 
Cassel  is  section  chief.  Department  of 
Internal  Medicine,  University  of 
Chicago,  Chicago;  and  Dr.  Barondess 
is  president.  New  York  Academy  of 
Medicine,  New  York,  N.Y. 


Correspondence:  Ralph 
Crawshaw,  M.D.,  2525  N.W.  Lovejoy, 
Portland,  OR  97210. 


Reprinted  by  permission  of  the 
Journal  of  the  American  Medical 
Association,  May  17, 1995,  Vol.  273, 
No.  19,  page  1553,  Copyright  1995, 
American  Medical  Association. 
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The  Remedy  For 
Change 


In  an  environment  where  change 
is  the  only  constant,  AllMed's  500 
billing  and  practice  management 
specialists  allow  providers  to  con- 
centrate on  practicing  medicine. 
AllMed  is  the  source  for  compre- 
hensive, cost  effective  medical 
billing,  collections  and  lending. 

Our  knowledge  of  the 
payers,  as  well  as  our  unique  ability 
to  provide  asset-backed  lending 
based  on  the  value  of  receivables, 
is  why  over  100  hospitals  and 
3,000  physicians  covering  more 
than  25  specialties  have  come  to 
AllMed  for  solutions,  making  us 
one  of  the  top  five  medical  billing 
and  collecting  companies  in  the 
country. 

We  guarantee  an  increase 
in  revenue,  regardless  of  your  size 
or  specialty,  by  improving  total 
collections,  decreasing  days  for 
reimbursement  and  increasing 
reimbursements  at  the  time  of 
service.  Our  fee  arrangements 
and  guarantee  programs  ensure 
that  if  you  do  not  get  paid,  we  do 
not  get  paid. 

AllMed.  Let  us  handle  the  change. 


AllMed 

FINANCIAL  CORP 

1-800-877-8577 


Chicago  ❖ Indianapolis 
St.  Louis  ❖ Baltimore  ❖ Washing 
Rutherford,  NJ 
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lU  dean  lists  funding 


Bob  Carlson 
Indianapolis 


Robert  W.  Holden,  M.D  ac- 
knowledges that  these  are  tumul- 
tuous times  for  medicine  and 
smiles  with  anticipation  when  he 
tells  you  he's  looking  forward  to 
the  challenges.  As  the  new  dean  of 
the  Indiana  University  School  of 
Medicine  and  director  of  the  lU 
Medical  Center,  Dr.  Holden  has  his 
work  cut  out  for  him,  and  he 
knows  it.  Federal  and  state  fund- 
ing is  shrinking,  research  money  is 
harder  to  come  by,  and  the  health 
care  marketplace  is  becoming  in- 
creasingly competitive. 

He  succeeds  Walter  Daly, 

M.D.,  who  retired  Oct.  31, 1995,  af- 
ter serving  as  dean  and  director 
since  1983. 

Dr.  Holden,  who  has  been  a 
professor  of  radiology  at  lU  since 
1973,  served  as  chairman  of  the  lU 
Department  of  Radiology  since 
1991.  The  department  imple- 
mented a Positron  Emission 
Tomography  (PET)  program  and  a 
teleradiology  program  under  his 
leadership.  In  1992,  he  was  named 
the  Eugene  C.  Klatte  Professor  of 
Radiology,  a chair  that  was  estab- 
lished in  recognition  of  his  prede- 
cessor. 

He  is  past  president  of  the  In- 
diana Roentgen  Society  and  serves 
on  the  Wishard  Memorial  Founda- 
tion Board  of  Directors.  He  is  a fel- 
low in  the  American  College  of  Ra- 
diology and  the  Society  of  Cardio- 
vascular and  Interventional  Radi- 
ology. He  served  on  the  Board  of 
Scientific  Counselors  in  the  Divi- 
sion of  Cancer  Treatment  at  the 
National  Cancer  Institute  from 
1990  to  1994  and  was  a consultant 
to  the  National  Institutes  of  Health 
Radiation  Research  Program  in 
1989-1990.  He  received  the  Distin- 
guished Alumni  Award  from  the 
Purdue  University  School  of  Phar- 


macy and  Pharmacal  Sciences  in 
1992  and  the  Bowen  Distinguished  ; 
Leadership  Award  from  the  lU  I 
School  of  Medicine  in  1993.  \ 

In  this  conversation  with  Indi-  | 
ana  Medicine,  Dr.  Holden  talks  ^ 
about  his  goals  as  dean,  the  chal-  | 
lenges  of  medical  school  funding,  f 
the  impending  changes  in  medical  ; 
education,  the  lU-Methodist  hospi-  j 
tals  merger  and  his  views  of  his  j 
new  job.  j 

Indiana  Medicine:  Congratula- 
tions on  your  recent  appointment  j 
as  dean.  What  are  your  initial  re-  j 
actions  after  only  a few  weeks  in  j 
this  position?  j 

i 

Holden:  The  office  of  the  dean  is  i 
busy  and  people  are  very  gracious,  j 
Most  of  the  time,  they  want  sup-  j 
port  or  direction  for  a specific  item.  ; 
Usually,  you  can  facilitate  and  j 
help  them,  and  other  times,  you're  j 
looking  for  a very  global  change  ] 
which  is  going  to  take  some  reflec-  ; 
tion  and  concept-building.  Right  , 
now,  we're  in  tumultuous  times,  j 
with  lots  of  change,  and  people  are 
anxious.  I need  an  understanding  i 
of  what  their  problems  are  and  in-  i 
tegrate  the  problems  and  resources  , 
of  the  school  to  establish  some  glo-  ; 
bal  goals  and  directions.  i 

I 

Indiana  Medicine:  Do  you  like  the  . 
job? 

Holden:  I'm  excited  about  it.  It's  a ; 
big  change  from  where  I've  been  in  i 
the  past.  In  radiology,  my  interper-  l| 
sonal  involvement  was  principally  I 
directed  towards  a product.  The 
dean's  office  seems,  thus  far,  much 
more  concept-oriented  and  reacts 
to  external  changes  rather  than  be- 
ing involved  in  the  day  to  day  evo- 
lution of  a product.  The  issues  are 
markedly  less  able  to  be  fixed  with  : 
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one  quick  shot. 

Indiana  Medicine:  What  accom- 
plishments of  Dr.  Walter  Daly, 
your  predecessor,  would  you  like 
to  build  on? 

Holden:  During  his  deanship.  Dr. 
Daly  saw  a dramatic  growth  in  the 
research  elements  of  the  school. 
From  the  time  he  took  over  12 
years  ago,  external  peer-reviewed 
research  funding  for  the  school  in- 
creased something  like  $13  million 
to  $90  million,  which  is  truly  dra- 
matic growth.  I think  we  have  seen 
a maturation  of  a research  infra- 
structure which  is  truly  outstand- 
ing. I would  hke  to  see  that  contin- 
ued and  sohdified  in  the  face  of 
what  I believe  will  be  increasing 
challenges.  I think  research  funds 
will  be  harder  to  obtain  in  the  fu- 
ture. Society  is  looking  for  im- 
proved cost-efficacy  in  health  care, 
education  and  research,  and  the 
medical  school  will  be  rmder  chal- 
lenge to  enhance  our  efficiencies  in 
all  aspects  of  our  practice. 

Indiana  Medicine:  Why  will  re- 
search funds  be  harder  to  obtain? 

Holden:  One  of  the  reasons  is  that 
health  care  purchasers,  be  it  em- 
ployers or  insurance  companies, 
are  looking  for  more  product  and 
more  cost-efficient  delivery.  They 
want  to  buy  more  and  pay  less,  ba- 
sically, just  hke  any  other  con- 
sumer. In  the  past,  we  have  been 
cost-based  in  our  reimbursement. 
Whatever  it  cost,  people  were  will- 
ing to  pay.  Today,  people  are  ask- 
ing us  to  significantly  decrease  our 
cost,  and  there's  not  been  that 
thrust  in  the  past  in  medicine.  If 
someone  was  sick,  the  prevailing 
philosophy  was  let's  give  them  the 
very  best  that  we  can.  We  were  not 


willing  to  accept  any  sort  of  cost 
constraints.  Today,  there's  a global 
societal  belief  that  we  can't  afford 
the  absolute  best  for  everybody 
and  we've  got  to  figure  out  where 
we're  going  to  be  more  cost-effec- 
tive. On  the  other  hand,  we're  not 
willing  to  accept  that  for  our 
mother  and  father  or  our  family, 
and  so  I think  that  is  the  major 
challenge  for  us. 

Indiana  Medicine:  What  are  your 
goals  as  dean? 

Holden:  When  I was  speaking  to 
the  medical  student  council  a 
couple  of  days  ago,  I said  you  are 
the  reason  we're  here.  Medical  stu- 
dents are  the  reason  we  have 
medical  schools.  We  are  interested 
in  promoting  the  highest  quality 
education  for  the  medical  student. 
To  do  that,  you  need  a research 
component,  and  you  need  a robust 
clinical  care  component  or,  in  other 
words,  patient  base.  If  you  don't 
have  those,  you  can't  produce  a 
product  that  is  going  to  provide 
optimal  care  to  the  citizenry  of  In- 
diana today  and  in  the  future. 
Medical  students  need  to  see  pa- 


tients. They  need  to  see  pertinent 
research  that's  being  done  today 
because  today's  research  is  truly 
tomorrow's  practice.  If  you  don't 
keep  them  on  the  front  edge,  then 
their  education  is  going  to  suffer  in 
comparison  to  other  medical 
schools.  So  it's  really  the  integra- 
tion of  this  totality  of  patient  ser- 
vice, research  and  education  that 
makes  a good  medical  school. 

Indiana  Medicine:  What  are  the 
challenges  facing  the  lU  School  of 
Medicine  and  all  medical  schools? 

Holden:  Funding  is  obviously  the 
major  challenge  for  the  medical 
school  today  and  tomorrow.  If  you 
look  across  the  country,  80%  of 
medical  schools  and  their  allied 
teaching  hospitals  are  in  some  sort 
of  dramatic  change  - integration 
with  for-profits  or  with  other  not- 
for-profit  structures  - such  as 
we're  doing  with  Methodist. 
They're  doing  that  to  maintain  an 
income  sufficient  to  allow  them  to 
shift  costs  associated  with  medical 
education  and  to  be  competitive  in 
the  health  care  marketplace.  If  they 
don't  have  a fairly  large  volume, 
or  if  they  don't  have  endowed 
funds  or  philanthropy,  then  they 
are  really  not  going  to  be  able  to 
survive  in  the  future  in  their  cur- 
rent structure.  We  are  in  a dra- 
matic sea  of  change. 

Indiana  Medicine:  Any  other  chal- 
lenges, or  is  that  one  so  over- 
whelming that  all  the  others  are 
small  by  comparison? 

Holden:  There's  a challenge  of  be- 
coming more  efficient.  In  the  edu- 
cational sector,  in  the  research  sec- 
tor and  in  the  clinical  care  sector, 
we  must  become  more  cost-effec- 
tive. Therefore  we  must  be  more 
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efficient  with  time  and  materials. 
Traditionally,  most  of  our  services 
are  labor-intensive,  about  50%  per- 
sonal services.  That  component  is 
driven  predominantly  by  people 
and  the  expenses  of  salaries.  I see 
this  impacting  the  areas  of  re- 
search, teaching  and  clinical  ser- 
vices, which  will  all  become  more 
segmented  and  more  specialized, 
so  that  people  can  be  more  effi- 
cient in  what  they  do  because  they 
do  it  more  often  and  more  repeti- 
tively. In  the  past,  we've  looked  at 
somebody  who  would  be  a triple 
threat,  that  could  teach  and  could 
do  research  and  do  clinical  service. 
In  the  future,  I think  we'll  see  a 
more  specialized  delivery,  we'll 
see  people  concentrate  more  on 
one  aspect  of  their  role  and  not  try 
to  do  all  three. 

Indiana  Medicine:  Who's  going  to 
pull  it  all  together? 

Holden:  Well,  that's  the  dean's 
and  the  clinical  chairman's  job.  We 
can't  forsake  any  one  of  the  three 
missions.  I see  that  to  be  the  ad- 
ministrative role  for  our  leader- 
ship. 

Indiana  Medicine:  What  opportu- 
nities do  you  foresee  for  the  lU 
School  of  Medicine's  Statewide 
Plan  for  Medical  Education? 

Holden:  The  statewide  plan  has 
been  very  successful.  It  has 
brought  together  the  citizenry  of 
Indiana  in  the  acceptance  of  one 
medical  school  for  the  state.  We 
have  proven  that  regional  basic 
science  education  is  able  to  pro- 
duce a quality  product  at  numer- 
ous sites.  In  its  25  years,  each  site 
has  grown  such  that  it's  more  fac- 
ile and  better  integrated  within  its 
parent  college  or  university,  such 
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as  Notre  Dame  in  South  Bend.  To- 
day, each  one  of  the  schools  is  ac- 
cepted better  in  its  parent  institu- 
tion than  it's  been  at  any  time.  We 
need  to  be  sure  that  we  markedly 
facilitate  their  ability  to  provide  a 
uniform  education  equal  to  others. 
One  of  the  challenges  for  us  will  be 
to  become  more  communicative.  I 
think  that  faster  transmission  for 
digital  information  and  television 
is  going  to  facilitate  that.  Major 
ATM  [asynchronous  transfer 
mode]  pipes  between  our  hub  and 
each  one  of  the  campuses  will  dra- 
matically promote  our  ability  to 
produce  a more  homogeneous 
product.  The  ability  to  have  mas- 
sive worldwide  digital  data  flow 
on  a very  rapid  basis,  telecommu- 
nication such  as  teleradiology,  e- 
mail  or  interactive  video,  will 
greatly  facilitate  our  ability  to 
reach  out  to  regional  centers. 

Indiana  Medicine:  What  changes 
might  be  made  in  the  curriculum  to 
help  train  physicians  for  the  21st 
century? 

Holden:  I think  society  very  much 
wants  a change.  They  want  outpa- 
tient medicine.  They  want  us  to 


provide  access  close  to  their  I 

homes.  They  don't  want  to  travel  I 
to  downtown  Indianapolis  to  see  a || 
physician.  We're  going  to  become  ^ j 
more  ambulatory  in  services  and  i' 
access  to  patients.  We're  going  to  ! 
move  away  from  being  only  a ter-  !; 
tiary  care  provider.  Our  students 
need  to  learn  first-hand  with  prac- 
ticing physician  preceptors  in  an 
ambulatory  setting.  We  do  that 
currently  with  our  junior  medical  ■ 
students  that  go  out  into  the  state 
and  preceptor  with  family  practi- 
tioners. We'll  see  more  and  more  ii 
of  that  with  a specialty  service  as  ;| 
well,  in  pediatrics,  internal  medi-  ){ 
cine  and  obstetrics  and  gynecology  j 
on  the  primary  care  front.  Without  ■ 
question,  we're  seeing  a change  in  i 
medical  services  delivery  away  | 
from  the  hospital  to  ambulatory  of-  ■ ■ 
fices  where  tertiary  care  can  be 
provided  in  a multi-specialty  as 
well  as  a primary  care  setting. 

You're  going  to  see  us  move 
students  away  from  the  medical 
center  per  se  and  into  a more  re-  i 
gional  sort  of  delivery  environ- 
ment. We  must  educate  students  in 
the  practice  mode  in  which  they're 
going  to  practice  in  the  future,  and 
I believe  the  future  of  medicine  is 
going  to  be  far  more  ambulatory 
than  it's  been  in  the  past. 

Indiana  Medicine:  Would  you  like 
to  make  any  comments  on  the  lU 
Hospitals-Methodist  Hospital 
merger? 

Holden:  I am  very  definitely  a 
supporter  of  the  merger.  I see  the 
merger  allowing  us  an  in-patient 
base  sufficient  for  us  to  train  a 
subspecialist  in  a hospital  setting. 
With  falling  hospital  censuses  and 
decreasing  in-patient  days,  we're 
going  to  see  a dramatic  shift  to  the 
ambulatory.  That  makes  it  much 
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! more  difficult  to  have  an  interdis- 
; ciplinary  patient  population  for  in- 
house  training  of  subspecialists, 
and  if  we  don't  maintain  a large 
hospital  setting,  we'll  lose  our  abil- 
ity to  provide  that  education.  If,  for 
I instance,  our  400-bed  adult  hospi- 
tal fell  to  200  beds,  as  is  happening 
in  California,  it  will  make  it  diffi- 
cult to  have  enough  patients  to 
train  subspecialists,  and  specifi- 
' cally,  it  makes  it  difficult  to  have 
the  consulting  role  that  we  believe 
subspecialists  need  to  produce  a 
high  quality  product  in  an  ex- 
tremely complex  case.  With  the 
consolidation  of  Methodist  and  lU, 
we  believe  that  the  patient  base 
will  be  sufficient  to  maintain  this 
educational  arena.  And  that's  our 
principal  reason  for  wanting  to  do 
this.  Plus,  we'll  be  a more  cost-ef- 
fective health  care  provider. 

Indiana  Medicine:  Would  you  dis- 
cuss the  importance  of  philan- 
thropy to  assure  excellence  in 
teaching,  research  and  advanced 
patient  care  in  these  times  of  fiscal 
constraint? 

Holden:  As  1 mentioned  before,  if 
the  clinical  revenues  which  we 
currently  use  to  offset  the  educa- 
tional cost  addition  to  patient  care 
are  not  present,  and  we  can't  cost- 
shift  from  the  research  arena  be- 
cause of  falling  research  funding, 
we  must  turn  somewhere  to  fi- 
nance the  enhanced  costs  of  an 
educational  environment.  We  re- 
ally have  only  two  revenue 
sources:  one,  taxes,  because  of  the 
state  role  that  we  play;  or  two,  phi- 
lanthropy. And  since  the  Indiana 
public  and  the  American  public  in 
general  are  not  tending  towards 
increasing  taxes  at  the  present 
; time,  philanthropy  is  really  one  of 


the  major  ways  that  we  see  as  an 
available  escape  for  equalizing  the 
private  sector  versus  an  academic 
sector  cost  for  health  care  training. 
Under  the  leadership  of  Dr.  David 
Smith,  we  have  just  undertaken  a 
major  capital  fund  drive  which  has 
raised  more  than  $150  million  for 
the  medical  school  within  the  past 
three  years.  That's  a truly  remark- 
able amount  and  allows  us  to  en- 
dow financial  support  for  teachers 
and  researchers  and  to  offset  a por- 
tion of  their  salaries.  Thus,  the 
costs  for  teaching  and  research  are 
decreased,  and  this  promotes  the 
retention  of  outstanding  teachers 
and  researchers  in  an  educational 
environment  and  allows  us  to  be 
on  a more  level  playing  field  with 
clinical  care  costs. 

Indiana  Medicine:  Is  philanthropy 
for  medical  schools  a nationwide 
trend? 

Holden:  Yes,  philanthropy  is  be- 
coming much  more  important  and 
certainly  is  much  more  mature  in 
our  institution.  lU  is  becoming  in- 
creasingly well-known  throughout 
the  country  for  the  quality  of  our 
graduates,  and  our  graduates  feel 
proud  of  this  and  are  more  willing 
to  give  to  the  school,  as  are  satis- 
fied patients.  With  excellence 
comes  reward. 

Indiana  Medicine:  What  would 
you  like  to  leave  as  a legacy  of 
your  tenure  as  dean? 

Holden:  I would  like  to  see  us  be 
able  to  come  through  these  times 
of  challenge  with  a stronger,  more 
integrated  school,  providing  uni- 
formity in  all  aspects  of  its  mission; 
a teaching  unit  providing  a tighter 
integration  of  the  centers  with  the 
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school  through  better  communica- 
tion channels;  a research  structure 
and  patient  care  delivery  services 
that  are  responsive  to  the  demands 
of  a modern  society.  Medical  edu- 
cation has  not  changed  very  much 
in  the  last  50  years.  We've  worked 
on  perfecting  what  we  have  been 
able  to  do.  Society  is  demanding  a 
change,  and  I think  we  must 
change.  The  next  five  years  will  see 
dramatic  change  in  our  educa- 
tional processes  and  it's  my  desire 
to  not  lose  quality  but  enhance 
quality  during  this  change. 

Indiana  Medicine:  Any  other  is- 
sues that  you'd  like  to  share  with 
your  colleagues  at  this  time? 

Holden:  Times  are  changing. 

There  is  anxiety  and  stress,  but  we 
are  looking  forward  to  the  chal- 
lenges. Stressful  times  promote  ac- 
cess to  leadership  and  leadership's 
ability  to  manage,  and  I would 
hope  that  we  can  be  even  stronger 
in  the  future  with  an  outstanding 
school.  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 


The  Internet:  Practical 
_uses  for  your  office_ 


Bob  Carlson 
Indianapolis 

T* hanks  to  the  Internet,  you 
can  check  on  the  status  of  a new 
pharmaceutical  at  the  FDA  in 
Washington,  D.C.,  and  a few  sec- 
onds later,  e-mail  a colleague  at 
Austin  Hospital  in  Melbourne, 
Australia,  all  from  the  comfort  of 
your  home  or  office. 

The  Internet  is  a network  of 
millions  of  computers  that  link  us- 
ers from  throughout  the  world. 
Actual  statistics  on  Internet  users 
are  hard  to  come  by  because  the 
numbers  are  increasing  so  rapidly. 
One  thing  is  certain:  tens  of  mil- 
lions are  on-line  and  the  number  is 
growing  by  the  thousands  every 
day. 

In  response,  the  computer  in- 
dustry is  now  coming  out  with  less 
complex,  cheaper  personal  com- 
puters designed  not  to  run  spread- 
sheet or  graphics  software,  but 
simply  to  get  on  the  Net.  For  the 
first  time,  the  Internet  and  infor- 
mation-sharing technology  totally 
dominated  Comdex  '95,  the 
industry's  biggest  trade  show.  The 
personal  computer  used  to  be  an 
information  processing  device. 
Now  it  is  also  becoming  a commu- 
nication tool. 

It's  hard  to  overstate  the 
Internet  phenomenon,  not  only  be- 
cause of  its  unprecedented  growth, 
but  because  it's  all-pervasive  and 
it's  global.  Government  agencies, 
business  entities,  the  military,  aca- 
demic institutions  and  professional 
associations  - from  around  the 
country  and  around  the  world  - 
are  on-line.  You  can  riffle  through 
on-line  versions  of  such  publica- 
tions as  The  Wall  Street  Journal, 


many  American  Medical  Associa- 
tion publications,  the  Journal  of  the 
National  Cancer  Institute,  the  New 
England  Journal  of  Medicine  and  the 
Morbidity  and  Mortality  Weekly  Re- 
port. You  can  access  electronic  bul- 
letin board  systems,  news  groups 
and  listervs  on  every  conceivable 
topic.  You  will  also  find  shopping, 
commerce,  news,  advertising,  en- 
tertainment and  games. 

With  virtually  anybody  and 
everybody  on  the  Net,  subscribers 
now  have  access  to  more  informa- 
tion and  interactive  communica- 
tion than  anyone  wants  or  needs. 
Or,  to  put  it  another  way,  if  the  In- 
dianapolis-based Bob  and  Tom 
morning  radio  program  has  a 
home  page  on  the  Internet,  can  the 
Internet  possibly  be  of  any  practi- 
cal use  to  Indiana  physicians? 

To  find  out,  Indiana  Medicine 
talked  to  five  practicing  Indiana 
physicians  who  have  been  using 
the  Internet.  First,  however,  to  ap- 
preciate their  comments,  advice 
and  caveats,  here's  a brief  intro- 
duction to  the  Internet.  (Also  refer 
to  glossary  on  page  13  and  list  of 
resources  on  page  15.) 

How  did  it  begin? 

Before  there  was  an  Internet,  there 
was  the  Advanced  Research 
Projects  Administration  network, 
or  ARPANET.  Begun  in  1969, 
ARPANET  linked  the  U.S.  Depart- 
ment of  Defense,  military  contrac- 
tors and  academic  institutions  in- 
volved in  military-funded  re- 
search. It  was  designed  to  with- 
stand nuclear  attack  by  rerouting 
communications  through  surviv- 
ing links.  The  principle  that  every 
terminal  in  ARPANET  could  com- 
municate with  every  other  termi- 
nal is  the  concept  that  evolved  into 


the  Internet. 

The  Internet  is  really  a large 
network  of  smaller  university, 
business,  military  and  science  net- 
works in  the  United  States  and 
other  parts  of  the  globe.  It  consists 
of  LANs  (local  area  networks), 
MANs  (metropolitan  area  net- 
works) and  WANs  (wide  area  net- 
works). Most  personal  computers 
are  connected  to  the  Internet 
through  a university,  through  one 
of  the  major  commercial  on-line 
services  or  through  a local  Internet 
access  provider  (using  ordinary 
telephone  lines  and  modems). 

On-line  service  providers  such 
as  America  Online  or  CompuServe 
are  independent  commercial  enti- 
ties that  market  an  appealing 
menu  of  interactive  computer  ser- 
vices to  subscribers  who  pay  a 
monthly  fee.  Most  of  these  services 
include  Internet  access  as  one  item 
on  their  menus. 
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What  can  it  do? 

What  you  can  do  on  the  Internet 
falls  into  three  basic  categories. 
Electronic  mail,  or  e-mail,  is  the 
most  commonly  available  and 
most  frequently  used  Internet  ser- 
vice. E-mail  is  fast,  it  eliminates 
phone  tag,  it  simplifies  documen- 
tation, and  it  lets  your  computer 
do  the  filing.  E-mail  applications 
also  include  electronic  bulletin 
board  services  (BBS),  subscribed 
mailing  lists  and  listservs,  all  of 
which  facilitate  electronic  commu- 
nication ranging  from  gossip  to 
professionals  talking  shop. 

The  second  basic  Internet  ser- 
vice is  remote  log-in  (telnet),  which 
allows  you  to  browse  a remote 
computer.  This  is  the  Internet  ap- 
plication you  would  use  to  access 
the  dermatology  database  at  the 
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['University  of  Erlangen  in  Ger- 
tmany,  which  includes  full  color 
[images  of  various  skin  conditions, 
f At  home  after  dinner,  you  would 
ii  use  remote  log-in  to  browse 
through  "'Glasnost,"  an  on-line  ex- 
hibit of  documents  from  the 
former  Soviet  Union  at  the  Library 
' of  Congress. 

The  third  basic  service  on  the 
Internet  is  file  transfer  (ftp).  This  is 
the  Internet  application  you  would 
use  to  download  a file  from  an- 
other computer  onto  your  com- 
puter. If  the  file  represents  a sub- 
stantial chunk  of  data,  such  as  a 
full  color  image,  it  may  take  min- 
utes to  download,  depending  on 
the  bandwidth  of  the  transmission 
line  and  the  speed  of  your  modem. 


Internet  glossary 

The  Internet  has  spawned  a new  language.  Here  are  definitions 
of  some  of  the  terms  used  in  the  accompanying  story; 

bandwidth:  capacity  for  transmitting  digital  data;  expressed  in  bits 
per  second,  as  in  64  Kbps  (64,000  bps)  or  1.54  Mbps  (1,540,000  bps). 

BBS  (Bulletin  Board  System):  a software  program  that  accepts 
connections  and  provides  services  such  as  e-mail,  distributed 
conferencing,  database  access,  file  transfer  and  on-line  chatting. 

CD-ROM  (Compact  Disc-Read  Only  Memory):  digital  compact  disc 
used  to  store  large  collections  of  data,  such  as  reference  materials. 

download:  to  transfer  an  electronic  file  from  one  computer  to  another 
computer's  hard  drive. 


Navigating  the  Net 

An  electronic  database  can  some- 
times be  accessed  in  several  ways, 
some  of  which  bypass  the  Internet. 
If  you  have  an  account  with  the 
National  Library  of  Medicine 
(NLM),  for  example,  you  can 
search  its  7 million  item  Medline 
database  by  dialing  an  800  number 
that  cormects  your  computer  di- 
rectly to  the  NLM  computer.  The 
entire  NLM  database  is  also  avail- 
able on  CD-ROM.  If  you  subscribe 
to  CompuServe,  which  provides 
Internet  access,  you  can  access 
Medline  through  Paperchase.  Phy- 
sicians' Online,  sponsored  by 
pharmaceutical  firms  and  man- 
aged care  organizations,  is  acces- 
sible at  no  charge  to  physicians  on 
the  Internet  and  offers  unlimited 
free  Medline  searching. 

Navigating  on  the  Internet  is 
becoming  more  efficient  and  less 
[ time-consuming,  thanks  in  part  to 
‘ the  World  Wide  Web  (WWW)  and 
navigation  tools  (browsers)  such  as 
Netscape  and  Mosaic.  A subset  of 
the  Internet,  the  WWW  is  a search 


ftp  (file  transfer  protocol):  a standard  for  sending  files  from  one 
computer  to  another  computer. 

hypertext:  text  in  a computer  document  that  contains  embedded  links 
to  another  document  on  the  World  Wide  Web. 

informatics:  a field  of  study  about  problems  and  issues  in  communi- 
cations and  computer  technology. 

listserv  (listserver):  software  programs  which  manage  computer 
mailing  lists;  also  referred  to  as  discussion  groups. 

modem  (MOdulator/DEModulator):  converts  digital  data  to  analog 
signals  and  vice  versa:  used  to  transmit  digital  data  over  telephone 
lines. 

multimedia:  documents  that  include  data  in  different  forms,  such  as 
text,  sound  and  images. 

Netscape:  popular  Web  browsing  software. 

server:  a computer  that  provides  a service  to  other  computers  in  a 
network. 

Telnet:  a standard  for  accessing  a remote  computer  system. 

WWW  (World  Wide  Web):  growing  part  of  the  Internet  that  uses 
hypertext.  □ 
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system  that  uses  hypertext  to  link 
related  topics.  A mouse-click  on 
hypertext,  which  is  usually  dis- 
played in  blue,  automatically  dis- 
plays one  or  more  new  Web  sites 
related  to  the  topic  in  the  text. 

More  and  more  Web  data  are  also 
available  in  multimedia  form,  in- 
cluding information  in  audio  and 
video  form.  Not  surprisingly,  the 
Web  is  growing  at  warp  speed. 

Some  physicians  already  have 
Internet  access  through  the  hospi- 
tal or  academic  institution  where 
they  work.  Many  more  are  logging 
onto  the  Internet  on  their  own.  As 
many  as  30%  of  all  Internet  users 
may  be  physicians.  In  some  parts 
of  the  country,  physicians  are  al- 
ready using  e-mail  to  renew  pre- 
scriptions, make  referrals,  handle 
questions  about  minor  ailments 
and  communicate  test  results  to 
their  patients. 

Here's  what  some  Indiana 
physicians  are  doing  on  the 
Internet. 

William  Cordell,  M.D. 

Director  of  Emergency  Medicine 
Research  and  Informatics 
Methodist  Hospital 
Indianapolis 

After  the  speed  of  the  Massachu- 
setts Institute  of  Technology 
server,  the  14.4  Kbps  modem  he 
uses  back  home  in  Indiana  was 
somewhat  of  a letdown.  He  was 
spoiled,  says  Dr.  Cordell,  by  his 
first  experience  with  the  Internet 
as  a National  Library  of  Medicine 
Fellow  in  June  of  1994.  Since  then, 
he  has  become  an  enthusiastic  pro- 
ponent of  the  Internet  for  physi- 
cians. He  describes  the  Internet  as 
the  hottest  area  in  information 
technology  right  now  and  says  he 
has  never  seen  anything  proliferate 
as  rapidly. 

Dr.  Cordell  spends  most  of  his 


time  on  the  Internet  doing  research 
in  pain  management  and 
informatics  and  communicating 
with  colleagues  in  the  United 
States  and  other  countries.  He  has 
Internet  access  through  Methodist 
Hospital,  which  is  developing  a 
home  page  on  the  Web,  and  at 
home  through  America  Online  and 
CompuServe.  Dr.  Cordell  con- 
fesses that  he  also  enjoys  just 
browsing  the  Internet,  but  warns 
that  it  can  be  addictive. 

Because  of  severe  time  con- 
straints, consulting  the  Internet  is 
not  yet  practical  for  real-time 
searches  in  the  emergency  depart- 
ment, although  Dr.  Cordell  sees 
that  changing.  He  does  have  his 
computer  running  in  his  office 
next  door,  however,  and  partici- 
pates in  a listserv  on  critical  care 
and  emergency  medicine.  He  also 
uses  the  National  Library  of  Medi- 
cine database,  which  the  Methodist 
Hospital  Library  has  on  a local  net- 
work computer,  accessible  by 
telnet  from  his  office  or  home. 

How  can  the  Internet  help  a 
medical  practice?  His  number  one 
use  is  e-mail.  "You  can  communi- 
cate with  colleagues  rapidly  using 
the  list  servers,  getting  into  spe- 
cialty groups  that  have  common 
interests  and  throwing  questions 
back  and  forth,"  says  Dr.  Cordell. 
He  is  increasingly  using  the  WWW 
to  search  for  grant  opportunities  as 
well  as  researching  clinical  topics. 
He  cautions  that,  except  for  estab- 
lished sources  like  the  NLM,  there 
is  no  guarantee  about  the  reliabil- 
ity of  much  of  the  information  on 
the  Internet. 

His  advice  to  physicians  is 
take  the  Internet  seriously  for  CME 
and  patient  care  and  start  viewing 
computers  as  communication  de- 
vices. He  also  confesses  he  will  be 
thrilled  when  his  15-year  collection 


of  medical  journals  becomes  avail- 
able with  full  text  and  graphics  ei- 
ther on-line  or  on  CD-ROM.  "Then 
maybe  my  office  will  stop  sink- 
ing," he  says. 

Greg  Hindahl,  M.D. 

Partner,  Mount  Pleasant  Family 
Practice 

Co-Director,  Deaconess  Hospital 
Family  Practice  Residency 
Evansville 

Although  he's  been  on  the  Internet 
for  only  three  months.  Dr.  Hindahl 
has  been  using  Physicians'  Online, 
which  can  also  be  accessed  by  dial- 
ing in,  for  over  a year.  Physicians' 
Online  is  sponsored  by  pharma- 
ceutical companies  and  managed 
care  organizations  and  is  free  to 
physicians.  Dr.  Hindahl  especially 
likes  the  fact  that  it  includes  free 
searches  of  the  National  Library  of 
Medicine  Medline  database,  which 
he  has  been  using  a lot.  He  says  he 
finds  information  on  Medline  that 
may  not  appear  in  journals  for 
months.  Recently,  he  was  able  to 
enroll  one  of  his  patients  with  su- 
crase  isomultase  deficiency,  for 
which  there  is  no  medication,  in  a 
study  being  conducted  at  Boston 
Children's  Hospital.  Were  it  not 
for  Medline,  he  says  he  would  not 
have  known  about  the  study. 

Dr.  Hindahl  is  clearly  excited 
by  what  he  is  finding  on  the 
Internet.  There's  an  Emory  Univer- 
sity Web  site  which  offers  access  to 
more  than  2,000  on-line  medical 
journals  and  thousands  of  other 
medical  Web  sites,  including  the 
National  Institutes  of  Health,  the 
Centers  for  Disease  Control  and 
Prevention  and  the  World  Health 
Organization.  He  says  it  took  him 
less  than  a minute  on  the  Internet 
to  get  the  CDC's  current  immuni- 
zation policies  for  his  residents  at 
Deaconess  Hospital.  He  found  a 
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variety  of  patient  educational  ma- 
terials prepared  by  the  American 
Academy  of  Family  Physicians 
that  can  be  downloaded,  printed 
and  used  by  physicians  at  no 
charge.  He  also  came  across  a fo- 
rum in  which  several  physicians 
discussed  the  relative  merits  of 
various  practice  management  soft- 
ware programs. 

"It's  a lot  of  fun,"  says  Dr. 
Hindahl,  "but  probably  the  best 
thing  about  the  Internet  is  that  it 
gives  you  access  to  almost  any- 
thing you  need  to  know  within  a 
few  minutes." 

Some  clinical  Web  sites  are 
limited  only  to  physicians,  but 
most  are  accessible  to  anyone  on 
the  Internet.  Dr.  Hindahl  believes 
the  dangers  of  patients  trying  to 
diagnose  themselves  are  far  out- 
weighed by  the  benefits  of  edu- 
cated patients.  He  says  several  of 
his  patients  with  Internet  access 
have  educated  him,  like  the 
woman  who  told  him  about  an  ex- 
perimental drug  for  severe  MS. 

"I  would  say  after  a little  bit  of 
experience,  it's  very  easy  to  use," 
says  Dr.  Hindahl.  "I  can  see  where 
the  things  I'm  getting  from  the 
Internet  are  going  to  allow  me  to 
take  better  care  of  my  patients. 
There's  also  a tremendous  amount 
of  research,  and  I'm  going  to  be 
able  to  use  that  with  our  residents 
because  I'm  the  faculty  member  of 
our  research  committee." 

Lawrence  Judy,  M.D. 

Internal  medicine 
Welbom  Clinic 
Evansville 

When  he  has  tough  questions.  Dr. 
Judy  goes  to  his  computer. 

He  cites  the  example  of  a pa- 
tient with  a high  eosinophil  count 
and  a skin  rash.  It  wasn't  clear 
whether  she  was  having  an  allergic 


reaction  or  whether  it  was  some- 
thing else.  By  accessing  the  Na- 
tional Library  of  Medicine,  he  was 
able  to  quickly  sort  through  a lot  of 
articles  on  eosinophilia,  a lot  faster, 
he  recalls,  than  trying  to  find  text- 
books in  the  library  and  going 
through  the  indexes.  He  says  it 
was  probably  eosinophilic  leuke- 
mia, and  was  ultimately  fatal. 

For  that  search.  Dr.  Judy  says 
he  used  Paper  Chase,  a search  pro- 
gram developed  at  Beth  Israel 
Hospital  in  Boston  and  accessible 


through  CompuServe.  He  started 
using  Medline  through 
CompuServe  in  the  mid-1980s  and 
also  uses  the  NLM's  Grateful  Med 
search  program. 

With  a computer  and  access  to 
electronic  databases,  it  often  takes 
only  minutes  to  answer  a patient's 
question  and  stay  current  on  phar- 
maceutical products.  Dr.  Judy  re- 
members a patient  who  brought  in 
a bottle  of  pills  neither  he  nor  his 
pharmacist  recognized.  He  went  to 
his  computer  and,  using  Paper 


For  more  information 

Internet  Service  Providers  (ISPs) 

There  are  dozens  of  ISPs  in  Indiana,  with  more  popping  up  every 
week,  that  service  one  or  more  area  codes.  For  a comprehensive  listing 
of  ISPs  in  your  area,  call  Dean  Riddlebarger,  general  manager  of 
IQuest  Internet,  an  ISP  in  Indianapolis,  at  (317)  259-5050,  ext.  1.  He  also 
has  some  useful  caveats  about  Internet  access  for  medical  offices. 

Online  service  providers 

America  Online  (AOL):  1-800-227-6364 
AT&T  Easy  Link:  1-800-242-6005 
CompuServe:  1-800-848-8199 
Delphi:  1-800-544-4005 
GEnie:  1-800-638-9636 
MedWorld:  1-800-633-9532 
MCIMail:  1-800-444-6245 
Physicians'  Online:  1-800-332-0009 
Prodigy:  1-800-776-3449 

Books 

• The  Internet  for  Dummies  by  John  R.  Levine  and  Carol  Baroudi  (IDG 
Books,  $19.99).  If  the  title  strikes  a chord,  this  could  be  a good 
choice. 

• The  Online  User's  Encyclopedia:  Bulletin  Boards  and  Beyond,  by 
Bernard  Aboba  (Addison-Wesley  Publishing  Co.,  $32.95).  Encyclo- 
pedic but  readable,  with  a Quickstart  section. 

• Physicians'  Guide  to  the  Internet  by  Lee  Hancock  (Lippincott-Raven, 
$29.95).  Basic  information  and  a list  of  medical  resources  on  the 
Internet. 

• The  Whole  Internet  User's  Guide  & Gatalog  by  Ed  Krol  (O'Reilly  & 
Associates  Inc.,  $24.95).  Endorsements  by  lots  of  important  people. 
Comprehensive.  □ 
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Chase,  found  three  articles  that 
confirmed  the  efficacy  of  the  medi- 
cation. In  less  than  10  minutes,  he 
was  able  to  recommend  the  pills  to 
his  patient  and  send  him  on  his 
way. 

Dr.  Judy  also  accesses  the 
American  Informatics  Associa- 
tion's forum  and  the  American 
College  of  Physicians  ACP  Online 
through  CompuServe.  Like  Dr. 
Hindahl,  he  dials  up  Physicians' 
Online. 

"I'm  curious  and  I find  it  very 
satisfying  to  be  able  to  deal  with 
computers  as  part  of  daily  life,"  he 
says.  "I  think  most  physicians  are 
generally  curious  people.  They're 
certainly  capable  of  taking  on  in- 
tellectually challenging  topics.  Just 
to  become  a physician  requires  a 
good  deal  of  intellectual  effort,  and 
I don't  think  there's  anything 
about  computers  that  physicians 
couldn't  handle.  For  some  people 
it  may  be  new,  but  they  can  learn  if 
they  can  see  how  it  benefits  them." 

James  Krueger,  M.D. 

Internal  medicine 
Welbom  Clinic 
Evansville 

When  he  began  to  explore  the 
Internet  almost  two  years  ago.  Dr. 
Krueger's  goal  was  to  find  out 
whether  it  was  useful  to  physi- 
cians on  a daily  basis,  so  useful 
that  they  would  prefer  it  to  CD- 
ROMs  or  the  library. 

Although  he  sees  medical  in- 
formation becoming  more  orga- 
nized on  the  Internet,  in  general, 
he  does  not  consider  it  useful  to 
physicians  on  a daily  basis  at  this 
time.  Still  too  much  chaff  and  not 
enough  wheat,  he  says.  Rather,  he 
recommends  a few  good  Web  sites 
--  Yahoo,  Oregon  Health  Sciences 
University's  Cliniweb,  Healthnet 
from  Canada  - and  e-mail.  He  also 


likes  the  NLM  and  ACP  Online  on 
CompuServe  and  the  listservs 
MMatrix-L  and  HMatrix-L  on  the 
Internet.  For  accessing  images,  he 
prefers  CD-ROMs  because  of  the 
slow  image  access  time  over  the 
wire. 

Dr.  Krueger  spends  seven  to 
10  hours  a week  on-line  and  re- 
searches specific  patient  conditions 
daily  in  the  NLM,  which  he  con- 
siders of  absolute  and  immediate 
use  to  all  physicians.  He  recom- 
mends that,  as  a first  step  to  ex- 
ploring the  benefits  of  accessing 
medical  information  electronically, 
physicians  open  an  account  with 
the  National  Library  of  Medicine 
and  get  a copy  of  Grateful  Med 
software.  Second,  physicians 
should  investigate  the  capabilities 
of  the  major  on-line  services.  And 
finally,  physicians  can  use  a 
browser  to  explore  the  World 
Wide  Web  where,  he  says,  they 
will  discover  things,  not  necessar- 
ily extract  them. 

"Medicine  is  no  longer  about 
memorization,"  says  Dr.  Krueger. 
"I  think  we  have  come  to  a more 
mature  understanding  of  the 
spread  and  use  of  knowledge.  It 
shouldn't  be  considered  intellec- 
tual failure  to  say  I don't  know,  I 
need  to  go  check  my  resources. 

The  wise  person  is  the  one  that 
knows  where  to  find  the  informa- 
tion, not  necessarily  one  who  has 
memorized  all  the  information.  It 
is  incumbent  upon  us  if  we  are  go- 
ing to  properly  care  for  people  in 
an  increasingly  complex  medical 
world  to  present  the  information 
to  ourselves  and  our  colleagues  in 
the  most  readily  accessible  format 
possible.  We  have  to  act  as  the  hu- 
man interface  between  the  person 
with  the  illness  and  the  knowledge 
needed  to  treat  them." 


Ram  Ravindran,  M.D. 

Director  of  OB  Anesthesia,  ‘ 

Wishard  Memorial  Hospital  t 

Indianapolis  ‘ 

Dr.  Ravindran  admits  he  is  an  * 

Internet  nut.  It's  his  hobby,  what  ‘ 

he  does  to  relax,  usually  for  two  to  ' 
three  hours  a day.  The  more  you  ' 

search,  the  more  you  find,  he  says,  ' 
and  warns  that  it's  easy  to  get  * 

hooked.  ' 

He  has  been  on  the  Internet  for  ' 
two  years  and  uses  it  primarily  to  ' 
stay  in  touch  with  colleagues,  to 
make  new  contacts  and  to  corre- 
spond with  anesthesiology  journal 
editors  via  e-mail.  He  points  out 
that  e-mail  is  the  most  frequently 
used  Internet  application  by  physi- 
cians. 

To  illustrate  this  point.  Dr.  i 
Ravindran  says  he  recently  pre- 
sented a case  of  a patient  with  low 
hemoglobin  to  his  anesthesiology 
discussion  group.  Within  a few 
days,  several  members  of  the  dis- 
cussion group  responded,  explain- 
ing how  they  successfully  adminis- 
tered anesthesia  to  patients  with  a 
similar  condition. 

For  Dr.  Ravindran,  the  biggest 
impact  of  the  Internet  will  be  to 
make  research  and  other  informa- 
tion available  to  physicians  on-line 
months  before  they  would  receive 
the  printed  journals.  As  a result, 
new  therapies  can  be  implemented 
sooner  and  problems  with  existing 
procedures  can  be  addressed  im- 
mediately. 

He  acknowledges  that  the 
Internet  can  be  confusing,  but  says 
it  is  becoming  more  and  more  or- 
ganized, and  clinical  information  is 
easier  to  find.  Anesthesiology  de- 
partments, including  lU's,  are  es- 
tablishing their  own  home  pages 
on  the  Web,  and  more  and  more 
CME  is  being  offered  on  the 
Internet.  ' 
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"It's  really  a treasure  house/' 
says  Dr.  Ravindran.  "If  you  don't 
get  involved  in  the  Internet,  you 
are  missing  a lot.  You  can  find  in- 
formation about  a variety  of  clini- 
cal problems  from  all  over  the 
world.  You  can  build  contacts  with 
other  physicians,  all  from  the  com- 
fort of  your  home.  I'm  convinced 
that  in  the  future,  we  will  have  ac- 
cess to  more  useful  information 
and  we  will  spend  less  time  look- 
ing for  it  than  we  do  now." 

How  to  get  started 

All  you  need  to  get  on  the  Internet 
is  a personal  computer,  a modem. 


some  software  and  a telephone 
line.  The  cost  of  establishing  and 
maintaining  basic  Internet  access  is 
relatively  modest.  Twenty  dollars 
can  buy  you  as  many  as  200  hours 
on-line  per  month. 

Yes,  the  whole  Internet  thing 
can  be  intimidating,  what  with  the 
initiated  chortling  about  things 
like  getting  "flamed"  for 
"spamming"  on  a listserv.  But 
don't  let  the  jargon  put  you  off. 
Most  people  surfing  the  Internet 
are  still  pretty  new  at  it  themselves 
and  don't  mind  helping  novices. 
Besides,  there  are  lots  of  resources 
(see  "For  more  information"  on 


page  15)  to  help  you  get  started. 
For  physicians,  one  of  the  best  re- 
sources may  be  someone,  perhaps 
even  another  physician,  who's  al- 
ready taken  the  plunge. 

"If  a doctor  wants  to  get 
started  in  computing,"  advises  Dr. 
Judy,  "find  someone  who's  al- 
ready relatively  familiar  and  use 
them  as  your  guide  and  local  ex- 
pert. Appeal  to  someone's  intrinsic 
desire  to  be  helpful  or  to  show  off 
or  be  an  expert  or  power  user,  and 
then  let  them  be  helpful."  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 
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Indiana  court  enforces 
_lany  willing  provider^ 


Paul  R.  Black 
Brian  K.  Peters 
Indianapolis 

]\/Ianaged  care.  The  variety 
of  HMOs,  PPOs,  PSNs,  IDNs  and 
so  on  dominate  the  discussion  of 
health  care  delivery  in  the  '90s. 
Insurers,  employers,  provider 
groups  and  other  interested  parties 
are  negotiating  varying  arrange- 
ments in  hopes  of  putting  together 
competitive  and  cost-effective 
networks.  Providers  are  so  align- 
ing themselves  because  payers 
prefer  to  contract  with  networks 
that  can  provide  a complete 
package  of  health  services  at 
competitive  rates. 

However,  competition  engen- 
ders provider  exclusion.  Network 
organizations  use  exclusion  as  a 
tool  of  network  efficiency.  Net- 
work managers  assert  that  net- 
works reduce  costs  and  improve 
services  by  fostering  competition 
between  providers.  They  argue 
that  network  providers  can  reduce 
fees  because  limiting  the  panel  of 
providers  assures  the  panel  access 
to  a sufficient  volume  of  patients 
to  warrant  the  fee  reduction. 
Further,  many  providers  bargain 
for  network  participation  to 
exclude  their  competitors  from 
access  to  a particular  payer. 

Provider  exclusion  and 
'any  willing  provider'  laws 

So,  are  there  any  limitations  on  the 
ability  of  networks  to  exclude  a 
single  provider  or  group  of 
providers,  or  even  another  inter- 
mediary network  of  providers? 

The  answer  is  a qualified  yes. 
Policies  limiting  exclusion  largely 


are  rooted  in  state  and  federal 
antitrust  laws,  and  in  state  "any 
willing  provider"  laws.  However, 
the  antitrust  laws  have  not  yet 
become  a lightning  rod  for  debate 
although  they  certainly  have  that 
potential.  At  least  currently,  the 
formation  and  organization  of 
managed  care  networks  are  being 
analyzed  by  courts  and  enforce- 
ment agencies  under  antitrust  laws 
based  on  what  is  referred  to  as  the 
"rule  of  reason."  This  essentially 
means  that  any  "reasonable"  basis 
for  the  way  in  which  a network  is 
organized  (and  its  exclusion  of 
certain  providers)  may  prevent  it 
from  being  attacked  as  in  violation 
of  antitrust  laws. 

Indeed,  at  this  writing,  the 
Medicare  Preservation  Act  of  1995, 
as  passed  by  the  House,  provides 
that  the  conduct  of  a provider 
service  network  (or  of  any  member 
of  the  network)  in  negotiating, 
making  or  performing  a contract, 
including  the  establishment  of  a 
fee  schedule  and  the  development 
of  a panel  of  physicians,  for  the 
purpose  of  providing  health 
services  under  the  terms  of  a 
Medicare  Plus  PSO  contract,  will 
be  judged  under  the  rule  of  reason 
and  will  not  be  deemed  illegal  per 
se. 

As  a result,  the  focus  with 
respect  to  government  regulation 
of  provider  exclusion  from  net- 
works may  rest,  at  least  for  the 
short  term,  with  state  "any  willing 
provider"  laws  and  similar  legisla- 
tion. These  laws  forbidding 
exclusion  are  further  evolving  as 
the  result  of  ongoing  lobbying 
efforts  of  the  various  interested 
parties  at  state  and  national  levels. 
Around  the  country,  many  vari- 


ants of  the  "any  willing  provider" 
laws  are  being  legislatively  pro- 
posed by  providers.  These  include 
due  process  laws,  which  would 
require  managed  care  networks  to 
grant  a hearing  to  a provider 
excluded  from  participation,  and 
essential  community  service  laws 
that  would  identify  providers 
deemed  "essential"  to  the  commu- 
nity and  require  their  inclusion  in 
the  network.  Other  legislation 
advancing  notions  of  patient 
protection,  mandated  point  of 
service  and  freedom  of  choice  are 
being  discussed. 

Most  of  these  laws  are  written 
against  networks  sponsored  by 
insurance  companies  as  opposed 
to  networks  sponsored  by  other 
providers.  For  example,  Indiana's 
law  was  drafted  as  a statute 
regulating  the  insurance  industry, 
and  so  applies  only  to  insurance 
companies  authorized  to  issue 
policies  that  provide  reimburse- 
ment for  expenses  of  health  care 
services.  Not  surprisingly,  the 
insurance  industry  refers  to  such 
laws  as  anti-managed  care  and  has 
indicated  it  intends  to  lobby 
heavily  against  them  at  both  the 
state  and  local  levels.  The  Health 
Insurance  Association  of  America 
has  identified  "any  willing  pro- 
vider" laws  as  one  of  its  primary 
legislative  concerns  for  1996. 

On  the  other  hand,  the  pro- 
vider community,  including  the 
American  Medical  Association,  has 
strongly  supported  "any  willing 
provider"  legislation  and  will 
likely  continue  to  do  so  because 
such  laws  still  benefit  most  provid- 
ers. However,  as  provider-spon- 
sored networks  subject  themselves 
to  capitation  and  take  on  risk,  their 
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I ability  to  distinguish  themselves 
from  insurer-sponsored  networks 
ii  for  purposes  of  this  and  other  laws 
I may  lessen.  Undoubtedly,  for  this 
; reason,  at  this  writing,  the  Medi- 
care Preservation  Act  of  1995  as 
i|  passed  by  the  House  contains 
i provisions  that  would  exempt 
provider-sponsored  organizations 
(PSOs)  from  "any  willing  pro- 
vider" laws  as  well  as  from  state 
: insurance  and  HMO  regulations 
that  might  prevent  a PSO  from 
; operating  as  contemplated  by 
I Congress.  Under  this  Medicare 
! reform  legislation,  a PSO  includes 
I a group  of  affiliated  providers  who 
are  sufficiently  clinically  and 
financially 
integrated  as  to 
I be  able  to 
: assume  full  risk 
I and  to  provide 
a complete 
[ minimum 
' Medicare 
I benefit  pack- 
I age. 

Networks 
may  have  other 
means  of 
exemption  from 
"any  willing  provider"  laws.  For 
example,  a recent  federal  court 
decision  from  Texas  declared  on 
behalf  of  insurance-sponsored 
networks  that  the  Federal  Employ- 
ment Retirement  Income  Security 
Act  of  1974  (ERISA)  preempted  the 
application  of  a state  "any  willing 
provider"  statute  to  the  extent  that 
■ the  networks  contracted  with  self- 
i insured  employers.  Yet  other 
interested  groups,  including  last 
' year's  universal  coverage  propo- 
j nents,  are  lobbying  Congress  to 
! limit  the  effect  of  ERISA  preemp- 
[ tion  on  state  laws  so  that  states  can 
I regulate  the  health  benefit  plans  of 
such  self-insured  employers. 


All  of  this  means  that  one  of 
the  more  clearly  defined  battle 
lines  over  further  development  of 
managed  care  networks  is  the 
extent  of  a network's  ability  to 
exclude  certain  providers  from 
participation.  Accordingly,  provid- 
ers who  are  or  who  would  be 
network  participants  should  stay 
abreast  of  these  legal  develop- 
ments, since  their  bargaining 
position  ebbs  and  flows  with  them. 

Recent  Indiana  development 
In  Indiana,  one  such  significant 
new  development  involving 
Indiana's  "any  willing  provider" 
law  about  which  all  Indiana 


providers  should  be  aware  oc- 
curred this  summer.  An  Indiana 
trial  court  issued  an  injunction 
enforcing  Indiana's  "any  willing 
provider"  statute  and  requiring  the 
Associated  Insurance  Companies, 
Inc.  (Associated)  and  Anthem 
Benefit  Services,  Inc.  (Anthem)  to 
readmit  a physician  who  previ- 
ously had  been  terminated  from 
preferred  provider  networks 
operated  by  Associated  and 
Anthem. 

This  case  arose  from  network 
agreements  entered  into  between  a 
physician  and  Associated  and 
Anthem  that  gave  the  companies 
the  right  to  terminate  the  physician 


from  participation  in  the  networks 
with  or  without  cause.  After  a 
billing  dispute  arose  between  the 
companies  and  the  physician. 
Associated  and  Anthem  exercised 
their  rights  under  the  agreements 
to  terminate  the  physician  without 
cause.  In  response,  the  physician 
asked  to  rejoin  the  networks 
effective  as  of  the  date  of  the 
attempted  termination,  pursuant 
to  the  Indiana  Preferred  Provider 
Organization  Act,  Indiana  Code 
27-8-11-1  through  27-8-11-5, 
(particularly,  the  "any  willing 
provider"  statute,  Indiana  Code 
27-8-11-3). 

Indiana's  "any  willing  pro- 
vider" statute 
provides  that 
before  entering 
into  a preferred 
provider  agree- 
ment, an  insurer 
must  establish 
terms  and  condi- 
tions of  participa- 
tion in  the  net- 
work, and  these 
terms  and  condi- 
tions may  not 
discriminate 
unreasonably  against  or  among 
providers.  It  further  provides  that 
any  provider  willing  to  meet  the 
established  terms  and  conditions 
must  be  allowed  to  enter  into  an 
agreement  with  the  insurer.  The 
statute  covers  hospitals,  physi- 
cians, pharmacists,  dentists, 
podiatrists,  optometrists,  osteo- 
paths, chiropractors  and  health 
service  providers  in  psychology. 

The  physician,  whose  practice 
depended  significantly  upon  the 
referrals  generated  by  the  network 
agreements,  represented  that  he 
was  willing  to  meet  the  terms  and 
conditions  of  the  network  con- 
tracts and  formally  asked  to  obtain 


Indiana’s  any  willing  provider  statute  provides 
that  before  entering  into  a preferred  provider 
agreement,  an  insurer  must  establish  terms  and 
conditions  of  participation  in  the  network,  and 
these  terms  and  conditions  may  not  discriminate 
unreasonably  against  or  among  providers. 
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copies  of  the  terms  and  conditions. 
Associated  and  Anthem  replied 
that  the  terms  and  conditions  of 
their  network  agreements  were 
proprietary  and  could  not  be 
disclosed,  except  that  one  of  the 
terms  and  conditions  (previously 
undisclosed  to  the  provider)  was 
that  "an  application  of  a provider 
may  be  rejected  (when)  ...  the 
provider  has  been  terminated  by 
the  network(s)  within  the  previous 
36  months." 

Before  the  effective  date  of  the 
termination,  the  physician  brought 
suit  against  Associated  and 
Anthem,  alleging  a violation  of  the 
"any  willing  provider"  statute  and 
asking  for  an  injunction  requiring 
immediate  reinstatement  to  the 
networks.  The  physician  argued 
that  a 36-month  waiting  period 
was  illegal  since  the  contract 
permitted  termination  without 
cause.  Together,  the  two  provi- 
sions effectively  nullified  the  "any 
willing  provider"  statute  because 
they  allowed  the  insurers  to  enter 
into  agreements  with  any  pro- 
vider, and  then  terminate  the 
provider  without  cause,  thereby 
excluding  the  provider  from 
network  participation  for  at  least 
three  years.  Associated  and 
Anthem  countered  that  the  36- 
month  waiting  period  and  the 
"without  cause"  termination 
provisions  applied  to  all  other 
physicians  participating  or  apply- 
ing to  participate  in  the  networks 
and  therefore  should  be  upheld. 

The  court  agreed  with  the 
physician  and  concluded  that 
Associated  and  Anthem's  refusal 
to  readmit  the  physician  was  a 


potential  violation  of  the  "any 
willing  provider"  statute.  As  a 
result,  the  court  entered  a prelimi- 
nary injunction  requiring  Associ- 
ated and  Anthem  to  allow  the 
physician  to  remain  in  its  networks 
pending  a final  determination  on 
the  merits  of  the  case. 

Although  they  had  the  right  to 
do  so.  Associated  and  Anthem  did 
not  appeal  the  preliminary  injunc- 
tion. What  is  not  clear  is  whether 
they  will  seek  to  change  the  "any 
willing  provider"  statute,  which 
was  the  basis  for  this  decision,  in 
the  Indiana  General  Assembly. 

This  appears  to  be  the  first 
court  decision  anywhere  in  the 
United  States  enforcing  "any 
willing  provider"  law  against  an 
insurer  sponsored  network.  While 
some  previous  decisions  in  other 
states  have  held  such  laws  effec- 
tive, no  other  court  has  actually 
required  an  insurer  to  admit,  or 
retain,  a provider  in  its  network. 

The  full  impact  of  this  decision 
remains  to  be  seen,  but  for  the  time 
being  it  certainly  gives  providers 
in  Indiana  a strong  argument  that 
they  cannot  be  excluded  from 
managed  care  networks  at  the 
desire  of  the  network.  The  combi- 
nation of  a network  contract  that 
gives  the  insurance  company 
termination  rights  for  no  reason, 
together  with  terms  and  conditions 
of  participation  that  prevent 
providers  previously  terminated 
from  reapplying  for  any  period  of 
time,  is  contrary  to  Indiana's  "any 
willing  provider"  law  according  to 
this  court. 

There  are  limitations  to  the 
decision  and  the  "any  willing 


provider"  law.  Indeed,  Anthem, 
which  acts  essentially  as  an 
administrator  of  benefit  plans, 
argued  that  it  was  not  an  insurance 
company  and  so  was  not  subject  to 
Indiana's  "any  willing  provider" 
law.  While  the  court  has  not  yet 
ruled  on  this  argument,  this 
limitation  probably  means,  for 
instance,  that  provider  sponsored 
networks  are  not  subject  to 
Indiana's  law  so  long  as  they  are 
not  organized  and  regulated  as 
insurance  companies  providing 
reimbursement  for  services. 

As  health  care  delivery 
systems  continue  to  develop  and 
evolve  at  an  ever-increasing  rate, 
all  that  can  be  said  for  certain 
about  "any  willing  provider"  laws 
and  their  variants  is  that  they  will 
be  the  focus  of  debate  over  govern- 
ment regulation  of  the  relationship 
between  managed  care  networks 
and  providers.  Many  providers 
view  them  as  an  essential  source  of 
protection  from  unilateral  deci- 
sion-making by  the  networks,  and 
insurers  and  insurer-sponsored 
networks  view  them  as  inimical  to 
their  ability  to  establish  cost- 
effective  delivery  systems.  As  a 
result  of  the  "any  willing  pro- 
vider" law  and  the  willingness  of 
an  Indiana  trial  court  to  enforce  it 
against  insurance  companies, 
providers  appear  to  have  the 
upper  hand  in  Indiana,  at  least  for 
now.  □ 

The  authors  are  attorneys  with 
the  law  firm  ofMcHale,  Cook  & 

Welch  in  Indianapolis,  practicing  in 
the  area  of  health  care  law  and 
litigation. 
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IT’S  ONE  THING  TO  SAY 
YOU’RE  A CONFERENCE  CENTER. 

IT’S  Another  THING  To  be  One. 


As  the  only  central  Indiana  member  of  the  International  Association  of  Conference 
Centers,  University  Place  is  designed  and  staffed  to  be  a conference  center.  Here  you'll 
have  access  to  our  fully  equipped,  fully-staffed,  audio-visual  department.  There  are  also 
30  dedicated  climate-controlled  meeting  rooms,  including  tiered  presentation  rooms. 

For  overnight  stays,  our  AAA  Four-Diamond  hotel  includes  278  guest  rooms  with 
computer  modem  jacks  and  voice  mail. 

For  a skilled  meeting  specialist  who  can  tailor  our  services  to  your  meeting  objectives, 
call  1-800-410-MEET.  And  see  the  difference  a real  conference  center  can  make. 


University  Place 

Conference  Center  & Hotel 

INDIANAPOLIS 


On  the  campus  of  Indiana  University -Purdue  University  Indianapolis 


Internet:  UPLACE@indycms.iiipiii.edu  Phone:  31  7-274-3196  Fax:  31  7-274-3878 
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Seven  ways  to  avoid 
frivolous  maiproctice  cioims 


John  Muller 
Indianapolis 

j^Sls  an  attorney  who  repre- 
sents plaintiffs  in  medical  malprac- 
tice claims,  I often  hear  valid 
complaints  from  my  physician 
friends  about  "frivolous  malprac- 
tice claims."  Frivolous  claims  take 
up  valuable  time  in  non-produc- 
tive meetings  with  attorneys, 
depositions,  etc.,  and  they  compli- 
cate applications  for  hospital 
privileges  and  professional  liabil- 
ity insurance.  Even  a favorable 
outcome  does  not  compensate  for 
the  emotional  turmoil  and  incon- 
venience that  goes  with  litigation. 

In  a sense,  American  medicine 
is  a victim  of  its  own  good  press. 
Much  frivolous  litigation  is 
attributable  to  what  I call  the 
"miracle  or  malpractice"  syn- 
drome. Patients  read  about  as- 
tounding medical  advances  where 
limbs  are  reattached,  organs  are 
transplanted,  heart  vessels  by- 
passed and  cancers  cured.  The 
public  ends  up  believing  that 
doctors  really  can  perform 
miracles,  and,  of  course,  patients 
want  miracles.  Anyone  with  a 
serious  medical  problem  wants  to 
believe  that  there  is  a safe  and 
reliable  treatment  for  the  problem. 
That  is  only  human  nature.  When 
a patient  has  a result  that  is  less 
than  a miracle,  the  patient  some- 
times concludes  that  it  must  have 
been  malpractice. 

Here  are  seven  points  to  help 
physicians  avoid  frivolous  mal- 
practice claims: 

1.  Maintain  good  personal  rela- 
tionships with  your  patients. 

There  is  no  question  that  physi- 


cians who  have  good  personal 
relationships  with  their  patients 
have  fewer  overall  claims  and 
certainly  fewer  frivolous  claims. 
Patients  who  like  their  physicians 
are  less  likely  to  sue  them. 

The  changes  in  medicine 
though  are  making  personal 
relationships  with  patients  more 
difficult.  With  increased  specializa- 
tion and  compartmentalization  of 
medicine  - not  to  mention  the 
economic  pressures  = physicians 
see  more  patients,  each  for  a 
shorter  period  of  time.  The  physi- 
cian has  less  time  to  develop  the 
personal  relationship  that  used  to 
exist  between  doctor  and  patient. 
However,  a few  extra  minutes 
with  a patient,  and  a note  in  the 
chart  about  the  patient's  personal 
interests,  can  do  wonders  for  a 
relationship  and  may,  in  the  long 
run,  be  worth  the  time  invested. 

2.  Be  aware  of  the  difficulty  in 
communicating  with  patients. 

Patients  often  have  a very  poor 
understanding  of  their  medical 
condition  and  their  treatment, 
even  when  the' medical  issues  have 
been  thoroughly  explained  by  the 
physician. 

Physician-patient  conversa- 
tions about  medical  procedures 
and  risks  are  an  especially  difficult 
commimication  setting.  Patients 
are  usually  nervous  when  talking 
to  their  doctor.  They  khow  the 
doctor  is  busy,  and  they  suspect 
that  he  or  she  does  not  have  time 
to  deal  with  their  questions.  If  their 
medical  condition  is  serious,  the 
patients  are  likely  to  be  anxious, 
distracted  and  reluctant  to  ask 
questions.  Often,  they  simply  do 
not  know  what  questions  to  ask. 
Furthermore,  the  patient  is  often 


hearing  from  the  physician  compli- 
cated, technical  information  that 
may  involve  complex  risk  analy- 
ses. 

Given  the  circumstances,  it  is 
not  surprising  that  many  patients 
who  have  major  procedures 
understand  very  little  of  their 
medical  situation  and  the  risks 
associated  with  them.  If  there  is  a 
bad  outcome,  this  lack  of  under- 
standing can  lead  to  unwarranted 
malpractice  claims.  When  talking 
to  patients,  be  conscious  of  the 
difficulty  that  the  patient  may 
have  in  understanding  what  you 
are  trying  to  communicate. 

3.  Give  the  patient  information 
about  the  patient's  condition  and 
treatment. 

If  you  routinely  treat  a particular 
condition  or  do  a procedure, 
consider  giving  the  patient  written 
information  about  that  condition 
or  procedure.  Many  of  the  drug 
companies  and  appliance  manu- 
facturers have  excellent  pam- 
phlets, clearly  written  in  layman's 
terms,  that  give  a good  overview 
of  particular  conditions.  In  addi- 
tion, there  are  commercial  video 
tapes  on  various  medical  prob- 
lems. 

One  company  is  developing  an 
interactive  CD-ROM  to  be  used  for 
informed  consent.  Using  a per- 
sonal computer,  the  ROM  explains 
the  medical  procedure  and  has  the 
patient  answer  questions  that 
establish  the  patient's  understand- 
ing of  the  procedure  and  the  risks 
of  the  procedure.  If  these  materials 
are  not  available  on  your  proce- 
dures, consider  writing  your  own 
short  summary. 

Patients  want  medical  infor- 
mation and  especially  appreciate 
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I material  that  they  can  take  home 
and  review.  They  can  show  it  to 
I their  spouse  or  other  family 
j members  and  discuss  it  at  length. 

' The  more  the  patient  understands 
I about  his  medical  condition  and 
treatment,  the  less  the  chances  of 
^ an  unwarranted  claim. 

4.  Place  the  risk  of  a procedure 
where  it  belongs,  with  the  patient. 

An  important  corollary  to  provid- 
ing information  about  a patient's 
medical  treatment  is  to  make 
certain  that  the  patient  under- 
stands the  risks  associated  with  the 
treatment.  It  is  the  patient  who  has 
the  medical  condition,  and  the 
risks  associated  with  that  condi- 
tion should  be  with  the  patient,  not 
the  doctor.  It  is  important  that  the 
patient  understands  and  accepts 
those  risks. 

This  may  run  counter  to  your 
natural  instinct.  When  confronted 
with  a nervous  and  apprehensive 
patient,  the  inclination  is  to 
reassure  the  patient.  "Don't  worry. 
I do  this  procedure  all  the  time, 
and  there  are  rarely  any  complica- 
tions. Everything  is  going  to  be 
fine." 

This  will  be  reassuring,  but  it 
feeds  the  patient's  belief  that  there 
are  no  risks  with  the  procedure, 
and  the  patient  may  end  up  with 
unrealistic  expectations.  If  the 
results  of  the  procedure  are 
favorable,  this  is  no  problem. 
However,  if  there  is  an  unfavor- 
able outcome,  the  patient  is  likely 
to  conclude  that  the  unfavorable 
outcome  was  a result  of  substan- 
dard treatment. 

It  is  important,  but  often 
difficult,  to  make  patients  under- 
stand and  accept  the  risks  inherent 
in  their  condition  and  treatment. 

5.  Respond  promptly  to  requests 


for  information  and  medical 
records. 

i It  is  important  to  respond 
; promptly  and  fully  to  requests  for 
medical  records.  There  is  a surpris- 
ing level  of  suspicion,  if  not 
outright  paranoia,  when  a patient 
is  considering  malpractice  litiga- 
tion. Whether  it  is  warranted  or 
not,  the  public  is  generally  cynical 
about  the  integrity  of  medical 
records  in  the  context  of  malprac- 
tice litigation.  Patients  may  view 
any  hesitation  or  equivocation 
about  turning  over  medical 
records  as  confirmation  that  an 
underlying  problem  is  being 
concealed. 

The  same  considerations  apply 
to  changes  in  the  records.  Patients 
! and  juries  view  any  attempt  to 
i alter  records  as  evidence  that  there 
i was  a problem  in  the  original 
j treatment.  In  reviewing  a record,  if 
I you  see  that  a correction  needs  to 
be  made,  put  one  line  through  the 
old  notation,  being  careful  not  to 
obliterate  it.  Write  the  correction  so 
that  it  can  be  clearly  identified  as  a 
correction.  Then,  initial  and  date 
the  correction.  By  doing  this,  you 
eliminate  any  suspicion  that  an 
attempt  was  made  to  alter  the 
records. 

Withholding  records  and 
alterations  in  records  are  red  flags 
that  feed  a patient's  suspicions  and 
can  lead  to  unnecessary  claims. 

6.  Chart  thoroughly  and  legibly. 

When  a plaintiff's  attorney  reviews 
a medical  malpractice  claim,  the 
attorney  has  only  the  medical 
records  and  the  patient's  story  to 
evaluate.  The  patient  often  knows 
little  or  nothing  about  the  situa- 
tion. If  the  records  are  incomplete 
or  illegible,  the  plaintiff's  attorney 
will  have  to  evaluate  the  claim 
with  incomplete  information.  The 


attorney  has  no  way  of  supple- 
menting the  information  in  the 
chart.  The  attorney  cannot,  for 
instance,  call  a physician  and  ask 
what  line  three  of  the  progress 
note  says. 

The  only  way  that  the  attorney 
can  get  that  information  is  to  put 
the  claim  on  file,  take  the  doctor's 
deposition  and  ask  the  doctor  to 
read  that  particular  line.  The 
illegible  note  may  be  information 
that  you  want  the  plaintiff's 
attorney  to  have  before  he  files  a 
claim. 

Consider  charting  not  only  the 
diagnosis  and  treatment  but  any 
diagnoses  or  treatments  that  were 
considered  and  rejected.  Judgment 
calls  on  medical  issues  are  almost 
always  decided  in  favor  of  the 
physician,  even  when  in  hindsight, 
they  were  not  correct.  So,  a nota- 
tion that  a particular  diagnosis  or  a 
particular  treatment  was  consid- 
ered and  rejected,  with  the  medical 
reason,  will  eliminate  a claim  that 
a diagnosis  or  treatment  was  not 
considered. 

Incomplete  or  illegible  chart- 
ing may  leave  questions  unan- 
swered that  can  only  be  answered 
in  litigation.  It  is  better  to  write  it 
clearly  in  the  chart  than  explain  it 
in  a deposition. 

7.  Consider  giving  the  plaintiff's 
attorney  the  information  that 
establishes  the  claim  is  frivolous. 

If  you  do  get  named  in  a frivolous 
claim,  consider  sharing  with  the 
plaintiff's  attorney  the  information 
necessary  to  convince  the 
plaintiff's  attorney  that  the  claim  is 
without  merit.  Most  frivolous 
claims  are  filed  because  the 
plaintiff's  attorney  does  not  have 
accurate  or  complete  information. 

Keep  in  mind  that  the  attorney 
had  only  the  chart  to  review  when 
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he  or  she  evaluated  the  claim.  The 
attorney  may  or  may  not  have 
been  able  to  find  a competent 
medical  consultant  to  give  reliable 
information  on  the  medical  issues. 
Sometimes,  a simple  affidavit 
providing  the  attorney  with 
additional  information  can  resolve 
the  issue  quickly. 

You  and  the  plaintiff's  attor- 
ney have  a common  interest  in 
seeing  that  frivolous  litigation  is 
resolved  as  quickly  and  efficiently 
as  possible.  The  plaintiff's  attorney 
is  working  on  a contingent  fee 
basis.  The  attorney  is  not  going  to 
be  compensated  for  a frivolous 
claim.  When  a non-meritorious 
claim  has  been  filed,  the  plaintiff's 
attorney's  interest  is  in  document- 
ing that  it  is  not  a legitimate  claim 
and  closing  the  file  with  as  little 
investment  of  time  as  possible. 
That  is  in  your  interest  as  well. 
Consider  helping  the  attorney  do 
that  by  giving  the  information  that 
he  or  she  needs. 

When  a lawsuit  is  filed,  the 


lines  of  communication  become 
formalized  and  difficult.  There  is  a 
tendency,  especially  among  older 
defense  attorneys,  not  to  give  the 
opponent  any  information  about 
the  case.  However,  there  are  some 
things  that  you  want  your  oppo- 
nent to  know  about  a case.  To 
make  the  opponent  work  for  that 
information  is  counterproductive. 

There  are  two  important 
caveats  to  this  advice  which  dictate 
that  this  should  be  done  only  in 
consultation  with  an  experienced 
malpractice  defense  attorney. 

First,  what  you  consider  to  be 
a frivolous  claim  may  not  be 
viewed  by  others  as  a frivolous 
claim.  The  defense  attorney  needs 
to  evaluate  the  claim  to  see  if  in  his 
or  her  opinion  it  is  frivolous.  The 
defense  attorney  also  needs  to 
evaluate  the  information  that  you 
intend  to  give  the  plaintiff's 
attorney  to  decide  whether  it  is 
likely  to  convince  the  plaintiff's 
attorney  that  the  claim  should  be 
dismissed. 


Secondly,  not  all  plaintiffs' 
attorneys  will  act  responsibly  on 
the  information  and  dismiss  the 
claim.  Defense  attorneys  generally 
know  those  plaintiffs'  attorneys 
who  have  the  experience  and 
inclination  to  evaluate  information 
and  act  appropriately  on  it.  That 
decision  needs  to  be  made  by  an 
experienced  malpractice  defense 
attorney. 

In  general,  the  more  informa- 
tion given  to  a plaintiff's  attorney 
about  a frivolous  claim,  the  more 
likely  it  is  to  be  resolved  quickly 
and  efficiently. 

Conclusion 

The  one  thread  that  runs  through 
all  of  these  pointers  is  communica- 
tion. Frivolous  medical  malprac- 
tice claims  are  often  a result  of 
miscommunication.  □ 

The  author  is  an  attorney  with 
Miller  Muller  Mendelson  & Kennedy 
in  Indianapolis. 
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PREVENTIVE 


mmm 


FOR  HEART  DISEASE 


1'he  best  defense  against  coronary  heart  dis- 
ease BEGINS  WITH  SOUND  PREVENTIVE  MEASURES. 
As  A GROUP  OF  INTERNATIONALLY  RECOGNIZED 
PHYSICIANS,  WE  SPECIALIZE  IN  STATE-OF-THE-ART 
CARDIOVASCULAR  CARE,  INCLUDING  EFFECTIVE 
WAYS  TO  LOWER  YOUR  RISK.  WE  OFFER  THE 
RESOURCES,  TECHNOLOGY,  AND  BENEFITS  OF  A 
LARGE  PRACTICE,  WITH  A FOCUS  ON  ONE-TO-ONE 
PATIENT  RELATIONSHIPS,  CREATING  A PRIVATE 
PRACTICE  ENVIRONMENT.  We  CONSIDER  IT  THE 
BEST  APPROACH  TO  HIGH  QUALITY  CARDIO- 
VASCULAR CARE.  When  it  comes  to  heart 
DISEASE,  there's  NO  BETTER  MEDICINE. 

1 \ORTHSIDE 
CARDIOLOGY,  EC. 


8333  Naab  Road,  Suite  200 
Indianapolis,  IN  46260  1-800-732-1484 
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utilizing  generation 
skipping  techniques 


Joel  M.  Blau,  CFP 

AM  A Investment  Advisers 

T he  generation  skipping 
transfer  tax  (GSST)  is  a compli- 
cated and  sometimes  misunder- 
stood area  of  estate  tax  planning. 

Many  physicians  pass  large 
amounts  of  wealth  to  their  chil- 
dren via  gifts  and  other  estate 
planning  techniques  but  would 
also  like  to  pass  extra  wealth  to 
their  grandchildren  or  great 
grandchildren.  In  many  circum- 
stances, their  children  may  already 
be  wealthy  or  financially  secure  as 
a result  of  their  own  individual 
accomplishments.  These  children 
may  not  want  to  have  additional 
wealth  passed  on  to  them,  which 
would  cause  increased  taxation  in 
their  own  estates.  An  alternative  is 
to  pass  wealth  to  the  grandchil- 
dren without  incurring  estate 
taxation  in  their  children's  estate. 
This  strategy  falls  under  the 
impact  of  the  GSST.  The  GSST 
imposes  a flat  tax  of  55%,  which  is 
in  addition  to  any  gift  or  estate  tax 
on  every  generation  skipping 
transfer.  This  applies  to  transfers 
to  a beneficiary  two  or  more 
generations  below  the  donor,  such 
as  grandchildren  and  great  grand- 
children. 

Every  taxpayer  is  allowed  to 


transfer  $1  million  free  of  the 
GSST.  The  exemption  is  most 
effectively  used  to  transfer  prop- 
erty today,  and  thus,  remove  all 
future  appreciation  from  the  GSST 
by  using  a "direct  skip."  A direct 
skip  is  an  outright  gift  or  bequest 
to  third  generation  family  mem- 
bers (skip  persons)  or  a gift  in 
trust,  if  all  trust  beneficiaries  are 
skip  persons.  A lifetime  direct  skip 
receives  the  most  favorable  tax 
treatment  for  the  donee  since  it  is 
tax  "exclusive,"  meaning  the 
donor  is  responsible  for  paying 
any  GSST.  In  addition,  a lifetime 
direct  skip  transfers  all  future 
appreciation  to  the  skip  person 
and  removes  it  from  further 
generation  skipping  taxation.  By 
transferring  rapidly  appreciating 
property,  fully  sheltered  by 
allocating  the  GSST  exemption,  the 
impact  of  the  tax  can  be  greatly 
reduced  or  even  eliminated  and 
the  value  of  the  gift  is  enhanced. 

In  addition  to  the  amount 
sheltered  by  the  GSST  exemption, 
other  transfers  are  available  that 
would  not  be  subject  to  the  tax. 

The  other  major  exclusions  avail- 
able are  gifts  that  qualify  for  the 
$10,000  annual  exclusion,  direct 
payment  of  tuition  to  educational 
institutions  and  direct  payment  of 
medical  expenses.  For  instance,  a 
grandparent  can  pay  for  a 


grandchild's  college  education  free  ' 
of  gift  tax  and  GSST  by  making  i 

payments  directly  to  the  school 
rather  than  gifting  the  funds  to  the 
grandchild.  | 

Of  course,  the  most  effective 
planning  strategy  for  generation 
skipping  is  to  create  a transfer  that  j 
will  be  entirely  exempt  from  GSST. . 
This  is  accomplished  by  limiting 
transfers  to  an  amount  that  can  be 
sheltered  by  the  GSST  exemption. 
The  leverage  gained  by  allocating 
the  GSST  exemption  to  lifetime 
direct  skips  can  be  substantially 
increased  by  establishing  an 
irrevocable  trust  funded  with  life 
insurance.  At  little  or  no  tax  cost, 
large  sums  of  wealth  can  be 
transferred  to  grandchildren  and 
great  grandchildren  through  the 
leverage  created  by  the  life  insur- 
ance death  benefit  owned  by  the 
trust. 

When  carefully  structured,  a 
leveraged  generation  skipping 
trust  can  be  a very  powerful  tool 
for  passing  wealth  to  future 
generations.  Your  estate  tax 
attorney  can  help  you  determine 
the  effectiveness  of  this  strategy 
for  your  own  personal  situation.  □ 

The  author  welcomes  readers' 
questions.  He  can  be  reached  at  1-800- 
262-3863. 
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1 ! ATTENTION  ! 

MD’s 
& 

I DO’S 

SIGN  ON  BONUS 
$30,000 

CONTINUINO  HF.AT.TH  EDUCATION  PROGRAM 

Up  to  10  days  for  one  program  annually,  within  continental  U.S.,  ail  expenses  paid. 


I HEALTH  PROFESSIONAL  — LOAN  REPAYMENT  PROGRAM 


You  may  qualify  for  repayment  of  $3,000  a year  on  your  government  guaranteed 

smdent  loans,  up  to  a total  of  $20^)00. 


FAMILY  PHYSICIAN 

EMERGENCY  PHYSICIAN 

INTERNIST 

ANESTHESIOLOGIST 

UROLOGIST 

CARDIOTHORACIC 


GENERAL  SURGEON 
ORTHOPEDIC  SURGEON 
THORACIC  SURGEON 
NEUROSURGEON 
PERIPHERAL— VASCULAR 
SURGEON 


DIAGNOSTIC  RADIOLOGIST  • COLON— RECTAL  SURGEON 

• PHYSICIAN  ASSISTANT 


For  more  information  and  benefits  about  the  Indiana  Army 

National  Guard,  contact: 

Captain  Pam  Johnson  — 317-247-3588 

1-800-792-3493 


1 995  ISMA  convention 
photo  highlights ■ 

I 

s 

1, 


William  E.  Cooper,  M.D.,  Columbus,  ISMA  immedi- 
ate past  president,  right,  congratulates  Jerome 
Melchior,  M.D.,  Vincennes,  upon  his  installation  as 
ISMA  president  for  1995-96. 


Jerome  Melchior,  M.D.,  and  his  wife,  Martha,  are 
shown  at  Presidents'  Night  events.  Dr.  Melchior,  a 
Vincennes  urologist,  was  installed  as  president  during 
the  convention. 


Valerie  Gates,  Valparaiso,  the 
ISMA  Alliance  president,  and  her 
husband,  Greg  Gates,  M.D.,  were 
honored  at  Presidents'  Night. 
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Members  of  Reference  Committee  3,  which  heard  legislative  issues,  are, 
from  left,  Steven  Isenberg,  M.D.,  Indianapolis;  William  Mohr,  M.D., 
Kokomo;  Promila  Paul,  M.D.,  Munster;  Dung  Nguyen,  M.D.,  Indianapolis; 
and  William  Pond,  M.D.,  Fort  Wayne. 
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Fred  Barnes,  a nationally  known  political  commenta- 
tor, speaks  at  the  annual  IMPAC  luncheon.  He  is 
executive  director  of  The  Standard,  a weekly  conser- 
vative magazine  that  he  founded  and  began  publish- 
ing in  September.  He  was  formerly  senior  editor  at 
The  New  Republic. 


John  Knote,  M.D.,  a Lafayette  radiologist,  at  micro- 
phone, is  surprised  with  a collage  of  mementoes  from 
his  campaign  and  subsequent  election  as  AMA  vice 
j speaker.  The  presentation  was  made  during  the  first 
session  of  the  House  of  Delegates.  Jerome  Melchior, 

. M.D.,  a Vincennes  urologist,  is  at  right. 


Alfred  Cox,  M.D.,  ISMA  president-elect,  and  his  wife, 
Ellaine,  were  honored  at  an  afterglow  hosted  by  the 
St.  Joseph  County  Medical  Society  and  the  13th 
District  Medical  Society.  Dr.  Cox  is  a family  physi- 
cian from  South  Bend. 


William  E.  Cooper,  M.D.,  and  his  wife,  Nancy,  greet 
Freg  Haggerty,  M.D.,  a Greencastle  family  physician, 
and  his  guest,  Nancy  Beachkofsky,  at  Presidents' 
Night. 
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The  Association  of  Indiana  Directors  of  Medical 
Education  presented  plaques  to,  from  left,  Lindley  H. 
Wagner,  M.D.,  Lafayette,  in  appreciation  of  his 
service  as  president,  and  Donald  T.  Olson,  M.D., 
South  Bend;  Edward  F.  Steinmetz,  M.D.,  Indianapolis; 
and  Larry  Lawson,  M.D.,  Muncie,  in  recognition  of 
their  work  as  the  founding  members  of  AIDME. 


Awaiting  the  opening  of  the  first  session  of  the  House 
of  Delegates  are  brothers  Donald  McCallum,  M.D., 
left,  a Franklin  urologist,  and  James  McCallum, 
M.D.,  an  Indianapolis  ophthalmologist. 


f 


Sen.  Robert  Carton,  R-Columbus, 
president  pro  tempore  of  the 
Indiana  Senate,  speaks  at  the  Key 
Contact  seminar  that  was  part  of 
the  semi-annual  meeting  of  the 
Indiana  Roentgen  Society. 


Members  of  the  panel  discussion  on  "The  Changing  Environment  of  Health 
Care  Delivery"  were,  seated  from  left,  Scott  Weingarten,  M.D.,  director  of 
health  services  research  at  Cedars  Sinai  Medical  Center  in  Los  Angeles;  Ben 
Park,  M.D.,  Indianapolis,  founder  and  president  of  the  American  Health 
Network;  Gary  Erskine,  executive  director  of  the  Arnett  Clinic  in  Lafayette; 
Douglas  D.  French,  president  and  CEO  of  St.  Vincent  Hospital  in  India- 
napolis; and  Steven  F.  Isenberg,  M.D.,  an  Indianapolis  otolaryngologist 
and  founder  and  CEO  of  Project  Solo,  a national  information  database 
formed  for  independent  physicians. 


30  INDIANA  MEDICINE/January/February  199 


IMACS 


Robert  Stevenson,  M.D.,  a New  Castle  internist,  stops 
to  talk  with  Barbara  Hollingsworth,  center,  and 
Kimberly  Harper  at  the  Indiana  Medical  Access  and 
Communication  System  (IMACS)  booth  in  the  exhibit 
hall. 


The  Bloomington  contingent  at  Presidents'  Night 
included,  from  left,  Robert  Wrenn,  M.D.,  an  obstetri- 
cian/gynecologist, and  his  wife,  Ann,  the  AMA  Alli- 
ance secretary;  and  Judy  Lawrence  with  her  husband, 
Larry  Lawrence,  M.D.,  a psychiatrist. 


Susan  Amos,  M.D.,  and  her  father, 
Paul  Siebenmorgen,  M.D.,  an 
ISMA  past  president,  served  as 
delegates.  Both  are  family  physi- 
cians from  Terre  Haute. 


I 

I) 
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convention  coverage 


Call  to  order, 
miscellaneous  business 

The  Indiana  State  Medical  Associa- 
tion House  of  Delegates  convened 
its  146th  annual  convention  at  9 
a.m.,  EST,  Friday,  Oct.  20, 1995,  at 
the  Radisson  Hotel  in  Indianapolis. 
The  final  session  of  the  House  of 
Delegates  convened  at  9 a.m.,  EST, 
Sunday,  Oct.  22, 1995. 

Presiding  at  both  sessions  was 
Peter  Winters,  M.D.,  Indianapolis, 
speaker,  assisted  by  John  Thomas, 

^ M.D.,  Fort  Wayne,  vice  speaker.  J. 

K Vannoy  Paris,  M.D.,  Indianapolis, 

p served  as  parliamentarian.  Allen 

w Rumble,  pastor  of  the  Zionsville 

P*  United  Methodist  Church,  pre- 

» sented  the  invocation. 

' Approval  of  minutes 

. The  proceedings  of  the  145th 

annual  meeting  of  the  House  of 
, Delegates,  Indiana  State  Medical 

*•  Association,  conducted  Oct.  21-23, 

[ 1994,  at  the  Westin  Hotel,  India- 

napolis, and  published  in  the 
January /February  1995  issue  of 
Indiana  Medicine,  were  approved. 


Addresses,  reports 

The  addresses  of  the  president, 
president-elect  and  president  of 
the  ISMA  Alliance,  all  referred  to 
Reference  Committee  1,  were  filed 
with  commendation. 

All  reports  (printed  in  the 
September /October  1995  issue  of 
Indiana  Medicine)  were  filed,  with 
the  exception  of  the  treasurer's 
report,  which  is  referred  for  audit. 

Election  of  officers 

Jerome  Melchior,  M.D.,  Vincennes, 
president-elect,  succeeded  to  the 
office  of  the  president.  Alfred  Cox, 
M.D.,  South  Bend,  was  elected 
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president-elect.  Other  elections 
included: 

Treasurer  - Timothy  Brown, 
M.D.,  Crawfordsville 

Assistant  treasurer  - Frank 
Sturdevant,  M.D.,  Valparaiso 
Speaker  of  the  house  - Peter 
Winters,  M.D.,  Indianapolis 
Vice  speaker  of  the  house  - 
Stephen  Tharp,  M.D.,  Frankfort 
Chairman,  board  of  trustees  - 
Bernard  Emkes,  M.D.,  Indianapolis 
At  large  members,  executive 
committee  ™ Barney  Maynard, 
M.D.,  Evansville,  and  Tom 
Brubaker,  M.D.,  Griffith 

Election  of  delegates,  alternate 
delegates  to  the  AMA 

The  following  were  elected  to  two- 
year  terms  as  delegates  and 
alternates  to  the  American  Medical 
Association  (terms  expire  Dec.  31, 
1997): 

Delegates: 

C.  Dyke  Egnatz,  M.D.,  Schererville 
John  MacDougall,  M.D.,  India- 
napolis 

Michael  Mellinger,  M.D., 

FaGrange 

George  Rawls,  M.D.,  India- 
napolis, was  elected  to  a one-year 
term  as  a delegate.  This  additional 
delegate  seat  was  granted  by  the 
AMA  due  to  the  election  of  John 
Knote,  M.D.,  of  Indiana,  a del- 
egate, as  AMA  vice  speaker.  This 
term  expires  Dec.  31, 1996. 

Alternates: 

William  Cooper,  M.D.,  Columbus 
Paula  Hall,  M.D.,  Mooresville 
Barney  Maynard,  M.D.,  Evansville 

Holdover  AMA  delegates  and 


alternate  delegates  (terms  expire 
Dec.  31, 1996)  are: 

Delegates: 

William  Beeson,  M.D., 

Indianapolis 

Shirley  Khalouf,  M.D.,  Marion 
John  ]^ote,  M.D.,  Fafayette 

Alternates: 

Alfred  Cox,  M.D.,  South  Bend 
Max  Hoffmann,  M.D.,  Covington 
Jerome  Melchior,  M.D.,  Vincennes 

Trustees,  1995-1996 
District  1 - Barney  Maynard,  M.D., , 
Evansville 

District  2 - Fred  Ridge  Jr.,  M.D., 
Finton 

District  3 - John  Seward,  M.D., 
Bedford 

District  4 - Arthur  Jay,  M.D., 
Fawrenceburg 

District  5 - Fred  Haggerty,  M.D., 
Greencastle 

District  6 - Ray  Haas,  M.D., 
Greenfield 

District  7 - Paula  Hall,  M.D., 
Mooresville 

District  7 - John  Records,  M.D., 
Franklin 

District  7 - Bernard  Emkes,  M.D., 
Indianapolis 

District  8 - John  Osborne,  M.D., 
Muncie 

District  9 - Gerald  Wehr,  M.D.,  ! 

Fafayette 

District  10  - Thomas  Brubaker, 
M.D.,  Griffith  , 

District  11  - Regino  Urgena,  M.D., 
Marion 

District  12  - Joseph  Mantheiy, 

M.D.,  Liberty  Center 
District  13  - Richard  Houck,  M.D., 
Michigan  City 

Resident  Medical  Society  - Ruchir  , 
Sehra,  M.D.,  Indianapolis 
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I Medical  Student  Society  ~ 

Madeline  Eversoll, 

; Indianapolis 

Alternate  trustees,  1995-1996: 

: District  1 - John  Berry,  M.D., 

! Evansville 

District  2 --  Ralph  Stewart,  M.D., 
Vincennes 

District  3 - Kevin  Burke,  M.D., 
Jeffersonville 

District  4 - Lawrence  Bailey,  M.D., 
Aurora 

District  5 - Fred  Drake,  M.D.,  Terre 
Haute 


TT he  ISMA  pays  tribute  to  its 
members  who  have  died  since  the 
1994  session: 

Robert  Acher,  M.D.,  Greensburg 
Virgil  Angel,  M.D.,  Highland 
John  Armstead,  M.D.,  Indianapolis 
Charles  Austin,  M.D.,  Anderson 
Norman  Beaver,  M.D.,  West  Lafayette 
Robert  Beck,  M.D.,  Newburgh 
Arthur  Blazey,  M.D.,  Santa  Claus 
Robert  Bolin,  M.D.,  Lafayette 
Richard  Buckingham,  M.D., 
Bloomington 

Donald  Buehner,  M.D.,  Evansville 
James  Burk,  M.D.,  Decatur 
Lee  Cattell  Jr.,  M.D.,  Louisville,  Ky. 
Rodney  Caudill,  M.D.,  Yorktown 
Paul  Chivington  Jr.,  M.D.,  Carmel 
Frank  Coble,  M.D.,  Richmond 
James  Conklin,  M.D.,  Terre  Haute 
lohn  Crist,  M.D.,  Evansville 
Gail  Eldridge,  M.D.,  Indianapolis 


District  6 - Howard  Deitsch,  M.D., 
Richmond 

District  7 - Frank  Johnson,  M.D., 
Indianapolis 

District  7 - Craig  Moorman,  M.D,. 
Franklin 

District  7 - Girdhar  Ahuja,  M.D., 
Indianapolis 

District  8 ~ Susan  Pyle,  M.D., 
Union  City 

District  9 = Michael  Stewart,  M.D., 
Crawfordsville 

District  10  - John  Swarner  Jr., 
M.D.,  Valparaiso 

District  11  - William  Mohr,  M.D., 


Kokomo 

District  12  --  Scott  Wagner,  M.D., 
Fort  Wayne 

District  13  - David  Hornback, 
M.D.,  South  Bend 
Resident  Medical  Society  - Dung 
Nguyen,  M.D.,  Indianapolis 
Medical  Student  Society  - Erin 
Baker,  Indianapolis 

1996  meeting 

The  1996  ISMA  annual  meeting 
will  be  Oct.  18-20  at  the  Westin 
Hotel,  Indianapolis.  □ 


In  memoriam 

Lee  Foster,  M.D.,  Carmel 
Russell  Havens,  M.D.,  Fort  Wayne 
Ramon  Henderson,  M.D.,  Muncie 
Deward  Houser,  M.D.,  South  Bend 
William  Howard,  M.D.,  Nashville 
Arnold  Johnson,  M.D.,  Gary 
Forrest  Keeling,  M.D.,  Columbus 
David  Koransky,  M.D.,  Highland 
Arthur  Larson,  M.D.,  Elkhart 
Iris  Legaspi,  M.D.,  Munster 
Ralph  Leser,  M.D.,  Indianapolis 
Andreas  Lutz,  M.D.,  Highland 
Carl  Martz,  M.D.,  Punta  Gorda,  Fla. 
Howard  Marvel,  M.D.,  West  Lafayette 
Chester  McClure,  M.D.,  Madison 
Ralph  McQuiston,  M.D.,  Indianapolis 
Dennis  Megenhardt,  M.D., 
Indianapolis 

Donald  Miller,  M.D.,  Cedar  Lake 
Antoiin  Montecillo,  M.D.,  Clinton 
William  Moimt,  M.D.,  Battle  Ground 
Donal  O'Sullivan,  M.D.,  Evansville 
Douglas  Offutt,  M.D.,  Newburgh 
Margaret  Owen,  M.D.,  Bloomington 


Renu  Pandya,  M.D.,  Lafayette 
Harold  Petijean,  M.D.,  Haubstadt 
Frank  Peyton,  M.D.,  West  Lafayette 
Richard  Pryor,  M.D.,  Indianapolis 
Thomas  Redlin,  M.D.,  Elkhart 
John  Robb,  M.D.,  Indianapolis 
Bernard  Rosenak,  M.D.,  Indianapolis 
Byron  Rust,  M.D.,  Sarasota,  Fla. 
Eugene  Schmidt,  M.D.,  Fort  Wayne 
Arthur  Scudder,  M.D.,  Brownsburg 
William  Sharp,  M.D.,  Alexandria 
Carl  Stallman,  M.D.,  Kendallville 
Byron  Steger,  M.D.,  San  Antonio, 
Texas 

Ronald  Swaeby,  M.D.,  Switz  City 
Everett  Taylor,  M.D.,  Upland 
Ian  Templeton,  M.D., 

St.  Petersburg,  Fla. 

Harry  Tunnell  III,  M.D.,  Fort  Wayne 
Thomas  Tyrrell,  M.D.,  Munster 
Edmund  VanBuskirk,  M.D.,  Lafayette 
James  Warriner,  M.D.,  Indianapolis 
Julia  Wixted,  M.D.,  Phoenix,  Ariz. 
Elmer  Zweig,  M.D.,  Fort  Wayne  □ 
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Jerome  Melchior,  M.D.,  installed  as  ISMA  president 


J erome  Melchior,  M.D.,  a 
Vincennes  urologist,  was  installed 
as  president  of  the  ISMA  Oct.  22 
during  its  146th  annual  meeting. 

During  his  speech  to  the 
House  of  Delegates,  Dr.  Melchior 
said  physicians  cannot  rest  on  past 
legislative  achievements  and  that 
the  core  of  ISMA's  legislative 
stretegy  is  physician  cohesiveness. 
He  encouraged  ISMA  members  to 
bring  new  physicians  into  orga- 
nized medicine. 

"Commitment  is  infectious. 

The  physician  with  a purpose  and 
a plan  to  be  the  patient's  advocate 
is  treated  with  admiration.  These 
are  the  physicians  that  we  must 
push  into  involvement  and  then  on 


to  commitment,"  he  said. 

During  his  one-year  term  as 
president.  Dr.  Melchior  will  chair 
the  ISMA  executive  committee.  A 
1967  graduate  of  the  University  of 
Kansas  School  of  Medicine,  Dr. 
Melchior  is  certified  by  the  Ameri- 
can Board  of  Urology  and  is  a 
fellow  of  the  American  College  of 
Surgeons  and  a member  of  the 
American  Urology  Association.  He 
is  a staff  member  at  Good  Samari- 
tan Hospital  m Vincennes,  where 
he  has  been  president  of  the 
medical  staff,  chairman  of  the 
hospital  utilization  committee  and 
chairman  of  surgery  service. 

He  has  served  as  ISMA  trustee 
and  alternate  trustee  of  the  Second 
District.  □ 


Dr.  Melchior 


Alfred  C. 


Cox,  M.D.,  named  ISMA  president-elect 


Ai 


dfred  C.  Cox,  M.D.,  a 
family  practice  physician  from 
South  Bend,  was  named  president- 
elect of  the  ISMA  during  its  annual 
convention. 

A 1962  graduate  of  the  Indiana 
University  School  of  Medicine,  Dr. 
Cox  has  been  m private  practice 
for  32  years  and  is  a past  president 


of  the  Memorial  Hospital  medical 
staff  m South  Bend.  He  served  as 
associate  medical  director  of  Key 
Health  Plan  from  1985  to  1992. 

He  is  a member  of  the  Indiana 
Academy  of  Family  Physicians  and 
the  American  Academy  of  Family 
Physicians. 

Dr.  Cox  has  served  on  the 
ISMA  board  of  trustees  since  1989.C 


Dr.  Cox 


34 


INDIANA  MEDICINE/January/February  19 


Address  of  the  president  William  E.  Cooper,  M.D. 


I want  to  thank  you  for  the 

opportunity  to  serve  as  your 
president  this  year.  I do  appreciate 
all  of  your  support.  But  there  is 
' one  person  in  the  room  today  I 
want  to  thank,  not  only  for  my 
being  in  the  medical  association, 

I but  for  my  hfe  in  medicine.  That's 
Dr.  Joe  Black. 

As  many  of  you  probably 
know,  Joe  practices  in  Seymour, 
where  I grew  up.  As  many  of  you 
may  not  know,  Joe's  the  primary 
reason  I'm  here  today  and  have 
enjoyed  a hfe  in  medicine.  Joe  was 
our  family  physician.  Like  many 
young  kids  growing  up,  I didn't 
have  a clue  of  what  I wanted  to  do 
with  my  hfe.  My  first  job  was  as  a 
I student  typist  in  the  school  office.  I 
guess  today  that's  what  they  call  a 
work  study  program. 

One  day  I looked  up  from  my 
typing  and  there  was  Dr.  Joe.  He 
said,  "BiUy,  have  you  decided 
where  you  are  going  to  go  to 
college?"  I hadn't  even  decided  if  I 
was  going  to  college. 

But  he  commanded  so  much 
authority  and  respect  I thought 
"Maybe  I better  go  to  college." 

^ And  when  I got  there,  I looked 
around  and  foimd  that  medicine 
was  really  what  intrigued  me. 

As  many  of  you  know.  Dr.  Joe 
was  president  of  the  Indiana  State 
Medical  Association  and  served 
during  one  of  medicine's  pivotal 
years  - 1965,  the  year  Medicare 
came  into  being.  Through  the 
leadership  of  colleagues  like  Dr. 
Joe,  the  state  association  helped 
doctors  adjust  to  that  upheaval . . . 
that  changing  climate. 

It  was  a climate  that  threat- 
ened to  destroy  the  very  heart  of 


medicine  . . .the  physician-patient 
relationship. 

Suddenly  things  were  being 
done  to  us  . . . not  by  us,  and 
certainly  not  for  us.  Sound  famil- 
iar? Sound  a lot  like  today? 

I have  been  struck  more  than 
once  by  the  parallels  between  Dr. 
Joe's  year  and  my  year.  Again 
things  are  being  done  to  us,  not  by 
us,  and  certainly  not  for  us.  And 
again.  I've  tried  to  draw  on  Dr.  Joe 
for  my  inspiration  . . . as  I worked 
with  staff,  with  leadership  and 
with  membership.  Just  as  doctors  - 
being  the  bright,  capable  people 
they  are  - coped  back  then,  we're 
going  to  cope  today. 

That's  been  my  mission  this 
year  as  your  president.  In  the 
legislative  arena  alone,  ISMA  was 
instrumental  in  protecting  the 
practice  of  medicine  and  the 
patients  you  serve.  Because  of  the 
efforts  of  the  ISMA,  Indiana 
doctors  in  managed  care  plans  can 
now  use  our  best  medical  judg- 
ment on  behalf  of  our  patients  - 
without  fear  of  reprisals  from  the 
plan. 

Because  of  the  efforts  of  the 
ISMA,  insurance  companies 
cannot  "cherry  pick."  For  years 
they've  cherry  picked  patients  and 
when  they  tried  to  pick  doctors, 
we  stopped  them. 

Because  of  the  efforts  of  the 
ISMA,  we've  stopped  kneejerk 
regulation  and  kneejerk  legislation 
- with  the  establishment  of  the 
Medicaid  Clinical  Advisory 
Committee. 

The  Good  Sam  law  is  now  also 
a good  sense  law.  It  now  covers 
not  only  accidents,  but  emergen- 
cies. 

Because  of  the  efforts  of  the 


Dr.  Cooper 


ISMA,  the  General  Assembly 
enacted  HB  1623.  The  office  of 
attorney  general  must  notify 
physicians  before  the  medical 
licensing  board  can  suspend  their 
license. 

And  now  retired  physicians 
who  want  to  volunteer  their  time 
in  clinics  can  do  so  without  having 
to  assume  the  burden  of  paying  for 
liability  insurance.  Physicians  who 
want  to  serve  . . . and  patients  who 
need  their  services  . . . we  brought 
them  together. 

And  I know  it  didn't  happen 
on  my  watch,  but  I would  be 
remiss  if  I didn't  remind  you  that 
this  year  is  the  20th  anniversary  of 
INCAP,  the  Indiana 
Compensation  Act  for  Patients. 

While  other  states  have 
struggled  with  liability  reform, 
Indiana  physicians  have  enjoyed 
the  freedom  of  looking  at  our 
patients  as  our  friends,  not  our 
potential  foes. 

And  it's  not  just  in  the  legisla- 
tive arena  that  we've  focused  our 
efforts.  We've  been  active  in  public 
law  and  in  public  health.  Our 
partners  in  medicine,  the  Alliance, 
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have  not  only  heightened  our 
awareness  of  the  problem  of 
domestic  violence,  but  have  also 
helped  us  work  toward  providing 
programs  and  solutions.  Whether 
sponsoring  women  and  family 
shelters  in  our  home  towns  . . . or 
working  with  the  Indiana  Coali- 
tion Against  Domestic  Violence  . . . 
or  talking  with  legislators  on 
Medicine  Day  . . . or  raising  money 
to  assist  lU  Medical  students  . . . 
The  alliance  is  there. 

And  in  tending  to  the  health  of 
the  public,  we've  not  neglected  the 
health  of  our  association.  Many 
state  presidents  I've  talked  with 
this  year  tell  me  budgets  are  tight; 
they're  struggling.  I'm  proud  to 
report  to  you  we  are  on  a solid 
financial  footing.  Membership  in 
the  association  is  up.  Seven 
thousand  nine  hundred  strong. 
More  than  eight  out  of  10  doctors 
in  our  state  support  our  associa- 
tion. I know  we're  not  happy  with 
85%  - we  Hoosiers  want  100%. 

But  that's  a record  many  states  are 
looking  at  with  envy. 

And  we've  made  our  presence 
felt  in  another  arena,  too.  We  have 
the  opportunity  of  seeking  the 
presidency  of  the  AMA.  John 
Knote!  Now,  John's  a great  guy.  A 
good  friend  of  mine  and  a hard 


worker.  But  he'd  be  the  first  to 
admit  that  he  didn't  get  elected  by 
himself. 

Like  me  and  other  leaders  in 
Indiana  medicine,  he  knows  we 
doctors  don't  make  it  happen 
alone.  We've  had  outstanding 
leadership  and  outstanding  staff 
helping  us  this  year.  From  John 
MacDougall  who  was  Dr.  Knote's 
campaign  manager  to  Rick  King 
who  heads  up  the  staff.  To  Susan 
Grant,  Mike  Abrams,  Adele  Lash, 
Jennifer  Floyd  and  Ron  Dyer,  right 
on  through  to  Debbie  Kelly,  who 
answers  our  800  number.  We  have 
a staff  that  I know  all  our  members 
appreciate  and  are  proud  of.  Please 
join  me  in  showing  our  apprecia- 
tion. 

You  know.  I've  been  in  six  or 
seven  states  on  behalf  of  ISMA.  I 
have  to  tell  you  it  was  always  a 
pleasure  to  come  home  to  our 
association  and  staff.  There  are 
some  other  people  that  I owe  a 
debt  of  gratitude.  I want  them  to 
stand  as  I recognize  them,  but  I 
want  you  to  hold  your  applause 
until  the  end.  First,  the 
Bartholomew-Brown  County 
Medical  Society,  led  by  President 
Helen  Kinsey;  the  Brown- 
Bartholomew  County  Medical 
Alliance,  led  by  President  Lisa 


Brueggeman  and  the  Fourth 
District  Medical  trustee.  Art  Jay. 

And,  of  course,  my  wife, 

Nancy. 

Please  join  me  in  thanking 
them.  ! 

I began  this  morning  on  a very  ' 
personal  note.  The  story  of  how 
my  mentor,  Joe  Black,  helped  me  ; ^ 
to  a life  in  medicine.  He's  been  my  ^ 
teacher,  my  mentor,  my  friend.  I I! 
want  to  close  today  with  a chal-  | t 
lenge  to  each  of  you  here. 

I told  you  how  Joe  rescued  me  3 

from  a career  as  a typist  nearly  40  ' 

years  ago.  If  he'd  rescued  me  ‘ t 

today,  it  wouldn't  be  from  typing. 

I'd  be  flipping  burgers  at  ' 

McDonald's,  stocking  shelves  at  K ' 
Mart  or  sacking  groceries  at 
Marsh.  I 

My  challenge  to  you  is  to  be 
the  Joe  Black  of  your  generation  . . 

. your  community. 

Find  that  burger  flipper  who 
belongs  in  family  practice  . . . that 
Stocker  at  K Mart  who  belongs  in 
clinical  pathology  . . . that  grocery 
sacker  who  belongs  in  general 
surgery  and  guide  them  as  Joe 
guided  me  . . . into  one  of  the  most 
wonderful . . . the  most  challeng- 
ing . . . the  most  fulfilling  profes- 
sions that  I know. 

Thank  you.  □ 
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Address  of  the 


IN/Lr.  Speaker,  officers, 

trustees,  delegates,  alliance  mem- 
bers and  guests: 

Over  the  years,  I understand 
my  predecessors,  since  1849, 
labored  over  the  creation  of  an 
ISMA  presidential  speech.  After 
completing  my  task,  I promise  not 
to  take  146  years  or  146  minutes 
and  hopefully  less  than  14.6 
minutes  to  deliver  my  address 
today. 

: Before  I begin,  however,  I 

must  paraphrase  Dr.  Bob  McAfee, 

; immediate  past  president  of  the 
; AMA,  and  tell  you  that,  as  your 
: humble  servant,  never  m my 
i wildest  dreams  did  I imagine  I 
. would  be  president  of  the  Indiana 
i State  Medical  Association,  but  then 
I again  my  wildest  dreams  seldom 
! have  anything  to  do  with  the 
ISMA! 

As  Dr.  Cooper  reminded  us, 
physicians  in  1965  faced  the  largest 
social  medical  transition  ever  in 
the  United  States,  Medicare  and 
Medicaid.  Today,  ISMA  members 
are  once  again  confronted  with  a 
massive  realignment  of  health  care 
delivery. 

We  cannot  rest  on  our  past 
legislative  achievements.  The 
challenges  to  ISMA  membership 
are  numerous.  What  is  the  single 
thread  that  runs  through  all  of  the 
challenges  facing  us?  What  is  the 
core  of  our  strategy?  Physician 
cohesiveness  and  collegiality!  We 
need  to  join  together  to  produce 
reasoned  solutions  that  represent 
the  dual  goals  of  patient  satisfac- 
tion and  physician  clinical  au- 
tonomy. 

Here's  how  the  ISMA  is 
working  to  create  a more  cohesive 


president-elect,  Jerome 


membership. 

The  ISMA  has  embarked  on  an 
aggressive  member  education 
program.  Your  association  has 
taken  the  lead  role  in  assisting 
physicians  in  understanding  the 
opportunities  and  challenges  in  the 
new  medical  environment.  Our 
landmark  Physician  Hospital 
Organization  study,  through  a 
joint  venture  with  the  AMA, 
Michigan  State  Medical  Society, 
and  the  Illinois  State  Medical 
Society,  has  assisted  PHO  develop- 
ment all  over  the  state. 

As  a result  of  the  initial  study 
and  feedback  from  physicians,  the 
ISMA  has  just  published  a follow- 
up Physician  Organization  study. 
Additionally,  the  ISMA  is  cur- 
rently involved  in  a feasibility 
study  with  the  Illinois  and  Ohio 
state  medical  associations  on  the 
creation  of  a Management  Services 
Organization.  The  MSO  is  the 
logical  outgrowth  of  our  Second 
Opinion  Program  that  provides  a 
listing  of  experts  for  physicians  to 
use  in  the  creation  of  new  practice 
entities. 

At  the  request  of  this  House, 
the  ISMA  has  completed  an  up-to- 
date  comparison  of  managed  care 
contracts.  You'll  find  that  report  on 
your  tables  today. 

I believe  ISMA  also  must 
become  involved  in  the  further 
education  of  its  members  regard- 
ing physician  data  and  profiling. 

To  compete  in  the  21st  century,  all 
physicians  need  to  have  access  to 
clinical  data  . . . data  that  are  peer 
reviewed  locally  and  compared  on 
a regional,  state  and  national  basis. 
Physician  practice  behavior  can  be 
normalized  if  we,  not  the  insur- 
ance industry,  have  input  into 


Melchior,  M.D. 
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what  is  the  standard  of  care.  A 
proposal  is  before  this  House  to 
accomplish  data  collection.  It 
deserves  your  careful  and  rea- 
soned consideration. 

The  ISMA  is  concerned  about 
our  ability  to  communicate  with 
our  members.  I believe  it  is  very 
difficult  to  build  cohesion  without 
effective  communication.  There- 
fore, we  are  conducting  a top  to 
bottom  review  of  our  efforts.  ISMA 
is  committing  additional  resources 
to  use  the  tools  of  the  21st  century  . 
. . everything  from  blast  faxes  to 
the  Internet ...  on  your  behalf. 

I am  committed  to  maintaining  the 
ISMA's  excellent  record  of 
achievements  as  an  organization 
focused  upon  physician  represen- 
tation and  advocacy. 

As  you  know.  Congress  is  in 
the  process  of  reforming  Medicare 
and  Medicaid  on  an  unprec- 
edented scale.  I am  hopeful  you 
have  read  the  reports  about  the 
AMA's  success  in  transforming  the 
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Medicare  program.  In  short,  it 
appears  the  House  and  Senate 
proposals  address  concerns  of 
Indiana  physicians.  The  federation 
of  medicine  - the  AMA,  ISMA, 
county  societies,  specialty  societies 
and  tlie  alliance  have  successfully 
lobbied  to  increase  the  Medicare 
single  conversion  factor  from 
$34.60  to  $35.42.  Other  important 
sweeteners  include; 

1.  Reform  of  Stark  I/II 

2.  Exempting  doctors'  offices 
from  CLIA 

3.  Limited  anti-trust  relief 

4.  A medical  savings  account 
option 

5.  Liability  reform  including 
limits  of  $250,000  on  non-economic 
damages;  and 

6.  Reform  of  the  fraud  and 
abuse  statute. 

As  for  Medicaid,  one  can 
assume  it's  a "done  deal"  that 
Medicaid  will  come  to  Indiana  in  a 
block  grant  form.  According  to 
some  experts,  the  state  can  expect 
at  least  an  18-20%  reduction  in 
federal  dollars  and  probably  more. 
This  reduction  must  not  be  made 
at  the  expense  of  those  most  in 
need  within  Medicaid  - women 
and  children. 

Additionally,  we  are  fearful 
that  the  cuts  could  result  in 
reduced  access  to  physicians.  In 
anticipation  of  block  grants,  the 
ISMA  executive  committee  is 
recommending  to  the  board,  in  its 
budget,  the  addition  of  a reim- 
bursement expert  and  policy 
analyst. 

When  we  talk  about  advocacy, 
we  cannot  forget  our  partners  in 
the  alliance.  To  the  alliance  leaders 
and  members  here  today,  we  are 


I 


indebted  for  your  efforts.  We 
particularly  appreciate  your 
participation  in  Medicine  Day  at 
the  Indiana  General  Assembly. 

I would  be  remiss  if  I did  not 
mention  INCAP.  As  you  know, 
INCAP,  the  Indiana  Compensation 
Act  for  Patients,  is  the  national 
standard  for  tort  reform  in  the  U.S. 
Unfortunately,  the  act  is  not 
without  its  critics,  particularly  the 
plaintiff  trial  lawyers  and  some 
members  of  the  fourth  estate. 

While  the  nation  is  moving  in  the 
direction  we  took  20  years  ago,  the 
judiciary  in  Indiana  is  slowly 
beginning  its  assault  on  INCAP. 
Several  recent  decisions  are 
disturbing  the  foundation  of  the 
act. 

The  ISMA  has  begun  a study 
of  the  act  and  the  Patients  Com- 
pensation Fund  to  obtain  a clear 
understanding  on  which  direction 
to  proceed  in  strengthening 
INCAP.  This  year  we  published  an 
updated  white  paper  of  INCAP. 
The  board  of  trustees  will  closely 
monitor  the  situation,  and  I am 
sure  will  act  in  the  best  interest  of 
the  patients  and  physicians. 

I've  talked  about  cohesiveness. 
There's  one  more  component . . . 
you!  I challenge  all  physicians  to 
show  your  commitment!  Next 
meeting,  bring  a new  member,  one 
that  you  have  helped  move  along 
the  spectrum  from  physician  to 
member,  to  involved,  to  commit- 
ted. 

It  would  be  well  if  this  newly 
committed  physician  was: 

1. 10  years  younger. 

2.  A different  gender,  race  or 
country  of  origin. 

Commitment  is  infectious.  The 


physician  with  a purpose  and  a j 
plan  to  be  the  patient's  advocate  is  i 
treated  with  admiration.  These  are 
the  physicians  that  we  must  push 
into  involvement  and  then  on  to 
commitment. 

I wish  to  also  comment  on  an  ‘ 
observation  made  many  years  ago 
at  this  meeting.  Your  leadership 
are  always  on  an  elevated  plat- 
form, and  one  could  get  the 
mistaken  idea  that  the  power 
actually  resides  here  on  this 
platform.  This  is  definitely  incor- 
rect. We  all  need  to  remember  that  j 
you,  the  House  of  Delegates,  make 
the  policy.  We  simply  implement 
your  decision.  You  decree.  We 
agree. 

As  president,  it  will  be  my  job 
to  see  that  this  occurs.  If  through- 
out the  year  you  feel  it  does  not, 
call  me.  I will  promise  to  listen  to 
your  concerns,  to  explain  our 
position  and  hopefully  come  to  a 
harmonious  solution. 

Lastly,  Tm  going  to  quit  before  * 
I end  up  like  the  medieval  knight 
who  returned  home  to  his  castle  in  | 
very  poor  shape.  He  was  bruised  I 
and  battered.  His  armor  was 
dented  in  a dozen  places  and  he 
was  practically  falling  off  his 
horse.  When  the  king  came  out  to 
greet  him,  he  asked  the  knight  j 
what  on  earth  had  happened  to 
him.  The  knight  said,  "My  lord,  I 
merely  went  out  to  talk  to  your 
enemies  in  the  West."  The  king  . 
said,  "I  don't  have  any  enemies  in 
the  West."  The  knight  said,  "Well, 
now  you  do."  Tm  going  to  sit 
down  before  I make  any  more 
enemies.  □ 


j 
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Address  of  the  ISMA  Alliance  president,  Valerie  Gates 


ISMA  Alliance  president, 
I am  here  to  bring  you  an  update 
on  what  your  Alliance  has  pro- 
moted this  past  year. 

The  alliance  is  an  organization 
aligned  with  similar  goals  and 
j objectives  as  the  Indiana  State 
I Medical  Association.  Our  member- 
ship consists  primarily  of  physi- 
cians' spouses  though  we  do  have 
some  physician  members.  The 
alliance  has  24  organized  counties. 
We  also  have  a members-at-large 
category  for  those  who  live  in 
unorganized  areas.  One  of  our 
state  goals  is  to  keep  our  members 
informed  on  the  current  issues 
affecting  the  practice  of  medicine. 

We  have  worked  to  bring 
legislative  awareness  to  each 
organized  county  by  hosting 
legislative  internships,  forums  and 
workshops.  This  past  spring  the 
' alliance  instituted  a mini-legisla- 
tive forum  at  the  Capitol.  A group 
of  alliance  members  spent  the  day 
with  a legislator  from  their  area 
observing  how  the  state  legislature 
operates.  Hopefully,  this  program 
can  be  expanded  to  include  all 
counties  instead  of  just  the  three 
we  used  as  a pilot  program.  The 
alliance  also  actively  participated 
in  the  Medicine  Day  ISMA  func- 
tion at  the  Capitol.  We  had  the 
AMA-Alliance  legislative  chair 


address  our  full  board  meeting 
held  in  the  afternoon  of  Medicine 
Day  on  the  hows  and  whys  of 
developing  a good  relationship 
with  your  legislators. 

We  are  aware,  as  spouses  of 
physicians,  that  your  stresses  very 
easily  become  our  family  stresses. 
In  dealing  with  the  intrusion  of 
business  and  government  into  the 
way  in  which  you  practice  medi- 
cine, these  stresses  sometimes 
seem  insurmountable.  Coping 
skills  and  warning  signs  of  stress 
are  topics  which  the  alliance  has 
covered  and  will  continue  to  cover 
in  our  programs  and  workshops. 
We  have,  in  fact,  a two  hour 
workshop  planned  for  this  after- 
noon with  Dr.  Clifford  Kuhn,  who 
will  give  us  some  insight  on  the 
light  and  dark  sides  of  life. 

The  Alliance  has  had  a pro- 
ductive year  and  encourages  all  of 
your  spouses  who  are  not  mem- 
bers to  join  their  county,  state  and 
national  alliance  as  federated 
members.  The  AMA  Alliance 
holds  leadership  training  work- 
shops in  Chicago  twice  each  year 
for  county  alliance  president- 
elects. This  is  a tremendous 
opportunity  for  gaining  additional 
information  on  current  health  care 
topics.  The  number  of  participants 
each  state  can  send  is  determined 
by  the  number  of  AMA-A  mem- 


Valerie  Gates 


bers  in  that  state. 

Please  come  to  the  alliance 
hospitality  suite  and  view  the 
displays  which  show  the  various 
activities  each  county  has  done  on 
the  behalf  of  medicine  to  help 
promote  a positive  public  image  in 
each  local  community.  I would  like 
to  introduce  you  to  those  county 
alliance  presidents  who  are  here 
today.  To  help  recognize  them, 
they  each  are  wearing  a silk 
corsage.  Please  join  me  in  acknowl- 
edging the  dedicated  work  they  do 
on  your  behalf. 

Thank  you  for  your  time  and 
attention.  □ 
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Roland  Chamblee,  M.D.,  receives  community  service  award 


l^oland  W.  Chamblee  Sr., 
M.D.,  received  the  1995  Physician 
Community  Service  Award  from 
the  ISM  A and  Wyeth-Ayerst 
Pharmaceuticals. 

He  was  honored  for  his  work 
at  the  South  Bend  Chapin  Street 
Health  Center,  which  serves  the 
needy  who  might  otherwise  not 
receive  medical  care.  Dr.  Chamblee 


has  served  on  the  clinic's  advisory 
board  since  1986  and  became  the 
medical  director  in  1991.  The 
center  was  one  of  the  "Points  of 
Light"  initiative  recognized  by 
President  George  Bush  in  1991. 

He  explains  the  clinic's  phi- 
losophy: "People  come  here 
because  they  hurt.  Physically, 
emotionally  and  even  spiritually, 
they're  down.  It  is  immaterial  to  us 


whether  a patient  is  white  or  black,  f 
young  or  old,  suffering  from  nasal  I 
congestion  or  a confirmed  case  of  | ‘ 
AIDS.  We  treat  them  one  at  a time  ® 
with  dignity  due  everyone." 

Dr.  Chamblee  has  been  a 
member  of  the  family  practice  and  I 
medical  staffs  at  Memorial  Hospi-  > i 
tal  and  St.  Joseph's  Medical  Center  ' 
in  South  Bend  since  1954. 

He  has  been  honored  for  his 
work  by  several  organizations.  He 
twice  received  the  Urban  League 
Meritorious  Service  Award  and  in 
1965  was  presented  the  Action 
Award  as  State  Knight  of  the  Year 
by  the  Knights  of  Columbus.  He 
has  also  received  the  Brotherhood 
Award  of  the  National  Conference 
of  Christians  and  Jews  and  the 
Helping  Hand  Award  from 
Hospice  of  St.  Joseph  County.  Dr. 
Chamblee  was  appointed  a 
member  of  the  Equestrian  Order  of 
the  Knights  of  St.  Gregory  the 
Great  by  Pope  John  Paul  VI.  The 
award  was  established  in  1830  in 
recognition  of  personal  character, 
reputation  and  notable  accom- 
plishments. He  was  named  Citizen 
of  the  Year,  Meritorious,  by  the 
African  Methodist  Episcopal 
Church. 

From  1972  to  1973  he  was  the 
physician-in-charge  of  the 
Naggalama  Hospital  Nakifuma  in 
Uganda,  East  Africa.  □ 
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Scientific  exhibit  winners 


! First  place 

"Guanine  nucleotide  transport  in 
I mitochondria" 

1 Exhibitors:  Ronald  M.  Smith 
! Jr.,  South  Bend  Center  for  Medical 
I Education,  Dept,  of  Biochemistry 
; and  Molecular  Biology,  Indiana 
I University  School  of  Medicine; 

; and  Edward  E.  McKee,  Ph.D., 
j Dept,  of  Biological  Science,  Notre 
I Dame,  South  Bend,  Ind. 

The  transport  of  adenine 
nucleotides  in  mitochondria  has 
been  well  characterized;  however, 

I much  less  is  known  concerning 
j mitochondrial  transport  of  gua- 
[ nine  nucleotides.  Although  past 
t research  has  failed  to  find  a 
I transport  mechanism,  the  require- 
I ment  for  GTP  in  RNA  translation 
j and  DNA  transcription  as  well  as 
the  fact  that  GDP  is  involved  in  the 
’ TCA  cycle  indicates  that  guanine 
nucleotides  must  be  transported 
into  the  mitochondrial  matrix. 

■ Previous  work  with  isolated  intact 
rat  heart  mitochondria  has  indi- 
cated that  neither  guanine  nor 
guanosine  are  transported  into  the 
matrix.  In  the  present  work,  it  has 
been  shown  that  when  radiola- 
beUed  GTP  is  added  to  an  incuba- 
tion medium  there  is  net  transport 
into  the  matrix.  Because  of  the 
rapid  interconversion  between  the 
phospho  forms  of  the  nucleotide,  it 
is  not  clear  which  form  is  actually 
transported,  although  kinetic 
studies  seem  to  indicate  that  it  is 
most  likely  GDP.  Unlike  the  ATP 
transport  mechanism,  this  uptake 
is  not  inhibited  by  atractyloside. 
Studies  have  indicated  a rate  of 
transport  around  88  pmole/mg/ 
mm.  □ 
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Guanine  Nucleotide  Transport  m 


RoMldM  Smith.  Jr.  iMcntor.  McK«j  South  Iknd  Center  for  .Nfcdiol  Indona 


Ron  Smith  stands  with  his  award-winning  exhibit. 


Second  place 

"APC  resistance  as  measured  by  a 
textarin  time  assay:  Comparison 
to  the  APTT-based  method" 

Exhibitor:  Lee  E.  Hoagland 
and  D.  A.  Triplett,  Muncie  Center 
for  Medical  Education,  Indiana 
University  School  of  Medicine, 
Research  Department,  Ball 
Memorial  Hospital,  Muncie,  Ind. 

Protein  C is  a major  regulatory 
protein  critical  to  physiologic 
anticoagulation.  Once  activated,  it 
selectively  degrades  the  activated 
forms  of  factors  V and  Vlll,  thereby 
inhibiting  blood  coagulation. 

Using  an  activated  partial  throm- 
boplastin time  (APTT)  assay. 


Dahlback  et  al  recently  reported 
that  some  individuals,  especially 
those  with  previous  thrombotic 
episodes  or  a family  history  of 
venous  thrombosis,  show  a poor 
anticoagulant  response  to  acti- 
vated protein  C (APC).  In  an 
attempt  to  develop  a more  sensi- 
tive and  specific  test  system,  we 
decided  to  evaluate  an  assay  based 
on  Textarin®.  Textarin®,  a protein 
fraction  of  Pseudonaja  textilis 
venom  (Australian  Eastern  brown 
snake),  activates  prothrombin  in 
the  presence  of  phospholipid  (PL), 
factor  V and  calcium  ions.  Based 
on  its  factor  V dependance,  we 
have  developed  a Textarin  Time 
assay  to  test  for  APC  resistance. 

We  have  evaluated  this  test  system 
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in  normal  subjects  and  in  the 
following  patient  populations: 
stable  oral  anticoagulated  and 
known  APC  resistance.  Our  data 
conclude  that  the  Textarin  Time 
assay  is  an  effective  screening 
system  that  can  be  used  to  detect 
APC  resistance  due  to  factor  V 
abnormalities.  □ 


Third  place 

"A  comparison  of  criteria  for 
pretransplantation  crossmatching: 
Flow  cytometry  versus  comple- 
ment-dependent cytotoxicity" 
Exhibitors:  Richard  Y.  Ha,  Benita 
K.  Book,  Richard  A.  Sidner, 
Ronald  S.  Filo,  Division  of  Organ 
Transplant,  Department  of  Sur- 
gery, Indiana  University  School  of 
Medicine,  Indianapolis,  Ind. 

The  complement-dependent 
cytotoxic  crossmatch  (CDCXM) 
measures  humoral  activity  against 
a donor's  lymphocytes.  Levels  of 
cytotoxicity  (CTX)  are  assigned  as 
1, 2, 4,  6 or  8 corresponding  to  the 
percentage  of  cell  death:  0-10, 11- 
20,  21-50,  51-80,  81-100,  respec- 
tively. A positive  CDCXM  (>2) 
contraindicates  transplantation 
and  is  a predictor  of  humoral 
rejection.  The  flow  cytometry 


crossmatch  (FCXM)  measures 
binding  of  alloantibodies  rather 
than  CTX  and  is  reportedly  more 
sensitive  than  CDCXM.  Cellular 
immunofluorescence  is  expressed 
as  Mean  Channel  Shift  (MCS),  with 
higher  MCS  Indicating  greater 
levels  of  bound  alloantibody. 
Furthermore,  the  FCXM  can 
identify  particular  class(es)  of 
reacting  antibody  (IgG,  IgM)  and 
the  type  of  target  cells  (B,  T,  M0). 
In  this  study,  we  compared  the 
two  methods  to  discern  the 
relationship  between  FCXM  and 
CDCXM  values  and  to  establish 
ranges  of  MCS  within  each 
cytotoxicty  level  in  CDCXM. 
CDCXM's  were  performed  using 
sera  obtained  from  potential  renal 
graft  recipients  and  unseparated 
cell  preparations  from  donor 
lymph  nodes;  parallel  FCXM's 
were  performed  using  prepara- 


tions of  donor  spleen  lymphocytes. 
We  analyzed  the  following  interac- 
tions:  IgG  vs.  T-cells  (GT);  IgG  vs.  ! 
B-cells  (GB);  IgM  vs.  T-cells  (MT);  : 

IgM  vs.  B-cells  (MB).  For  each  CTX  ' 
level,  a group  mean  MCS  was  j 
calculated.  Statistical  analyses  i 
used  factorial  ANOVA  with 
Fisher's  PLSD  post-hoc  interac- 
tions test.  i 

IgG  reactivity  (GT  and  GB)  | 
was  directly  related  to  CTX  levels.  I 
Group  means  in  the  GT  series  were  J 
significantly  different  except  when  I 
comparing  CTX  levels  1 and  2,  and  | 
CTX  levels  2 and  4.  For  the  GB  i 
series,  group  means  were  signifi-  ; 
cantly  different  except  between 
levels  1 and  2,  2 and  4,  and  6 and  8. 
For  the  MT  series,  only  group 
mean  for  CTX  level  8 differed 
significantly.  Group  means  were 
not  significantly  different  for  the 
MB  series.  □ 


Mean 

Channel  Shifts  (mean  1 s.e.) 

CTX  (n) 

GT  (p<.0001) 

GB  (p<.0001) 

MT  (p>.010) 

MB  (p>.76) 

1 (23) 

2.0  + 2.0 

6.413.6 

2.311.5 

16.613.5 

2(18) 

11.414.9 

23.8 1 8.3 

2.311.8 

13.913.7 

4(21) 

22.415.8 

38.818.0 

5.412.8 

15.714.5 

6(18) 

41.418.2 

71.318.3 

2.311.7 

11.912.1 

8(16) 

71.418.9 

81.719.8 

16.1 1 6.3 

19.615.9 
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annual  reports 


i; 


Editor's  note:  These  annual 
reports  were  not  submitted  in  time  to 
be  included  in  the  September/October 
1995  issue  0/ Indiana  Medicine. 


'fifth  DISTRICT 
Fred  Haggerty,  M.D.,  trustee 


The  Fifth  District  annual  meeting 
was  held  at  the  Walden  Inn  in 
Greencastle  May  25  with  a good 
turn-out.  Next  year's  annual 
meeting  is  scheduled  in  Clay 
County. 

Quarterly  meetings  have 
continued,  actively  providing 
opportunity  to  share  concerns,  to 
network  and  to  solve  common 
problems. 

Again  Janna  Kosinski,  the 
ISMA  field  representative,  has 
helped  the  district  greatly.  Thank 
you. 


lOTH  DISTRICT 

Thomas  Brubaker,  M.D.,  trustee 

Activities  in  the  10th  District  were 
not  unusual  this  year.  We  main- 
tained the  same  schedule  of 
meetings  and  continued  the 
excellent  level  of  communication 
between  the  two  counties  in  the 
district. 

Overall  our  membership  has 
increased,  with  both  cormties 
developing  and  pursuing  efforts  to 
obtain  new  members  and  retain 
past  members.  Each  county  has 
attempted  to  address  the  special 


issues  facing  our  area  - the  growth 
of  managed  care  entities.  We  made 
some  preliminary  efforts  to 
develop  a joint  managed  care 
program.  Activities  in  this  area  are 
ongoing  in  both  counties. 

We  also  held  several  joint 
membership  programs  on  Medic- 
aid reform  and  managed  care 
programs.  We  have  pursued  an 
annual  legislative  meeting  with 
state  legislators  since  some  legisla- 
tors overlap  portions  of  each 
county.  Some  of  our  members  also 
met  with  Congressmen. 

The  two  counties  are  repre- 
sented by  a liaison  who  attends 
each  county's  board  and  member- 
ship meetings.  We  are  fortunate  to 
have  active  members  from  both 
areas  who  participate  in  the  ISMA 
and  share  information.  We  also 
work  closely  on  resolutions  and 
legislation. 

During  the  last  10th  District 
meeting,  Frank  Hieber,  M.D.,  was 
elected  president;  Floyd  Manley, 
M.D.,  treasurer;  and  Thomas 
Brubaker,  M.D.,  trustee.  A resolu- 
tion establishing  a 10th  District 
legislative  committee  was  adopted. 
The  legislative  committee  would 
consider  any  legislative  or  regula- 
tory matter  of  interest  to  our 
members,  develop  a position,  meet 
with  legislators,  present  seminars 
and  participate  in  IMPAC  and  the 
ISMA  Legislative  Commission. 

Next  year,  the  10th  District 
will  undertake  more  joint  efforts. 
As  we  learn  that  issues  are  not  just 
community  wide,  we  will  continue 


to  use  the  strength  in  unity  of 
effort. 


13TH  DISTRICT 
Alfred  Cox,  M.D.,  trustee 

The  13th  District's  annual  meeting 
was  hosted  by  St.  Joseph  County  at 
Morris  Park  Country  Club,  South 
Bend,  March  22.  District  president, 
Donald  Smith,  M.D.,  presided  over 
the  evening's  activities,  which 
included  the  election  of  a new 
district  trustee,  Richard  Houck, 
M.D.,  Michigan  City,  and  a new 
alternate  trustee,  David  Hornback, 
M.D.,  South  Bend.  Entertainment 
was  provided  by  Don  Hall,  a local 
magician.  The  attendance  was  not 
as  good  as  we  hoped;  however,  I 
feel  this  represents  physicians' 
apathy  throughout  organized 
medicine.  We  need  to  make  our 
membership  more  aware  of  the 
legislative  medical  issues  and  the 
role  we  can  have  in  shaping  our 
destiny. 

The  annual  meeting  was 
moved  to  the  spring  so  that  the 
issues  of  the  state  legislature  could 
be  addressed.  Our  organization 
was  very  successful  in  dealing 
with  medical  concerns  in  the 
recent  legislative  session. 

As  I move  on  to  a state  leader- 
ship position,  I know  that  Drs. 
Houck  and  Hornback  will  provide 
outstanding  leadership  for  the 
members  of  the  13th  District  on  the 
board  of  trustees.  □ 
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■ resolutions 


Resolution  95-1 

Introduced  by: 

Referred  to: 
Action: 


Statewide  Medical  Education 

Dearborn-Ohio  County 
Medical  Society 
Reference  Committee  1 
Not  adopted 


Whereas,  the  Indiana  University  of  Medicine 
statewide  system  for  medical  education,  initiated  the 
system  in  1970;  and 

Whereas,  the  eight  outstanding  campuses  are 
located  in  the  north  and  west  portions  of  the  state;  and 
Whereas,  the  southeast  one-third  of  the  state  has 
no  such  centers;  and 

Whereas,  such  benefits  as  physician  recruitment, 
physician  retention  and  continuing  medical  education, 
may  benefit  from  medical  education  centers;  therefore 
be  it 

RESOLVED,  The  ISM  A,  in  conjunction  with  the 
statewide  system  of  Medical  Education,  support  an 
updated  feasibility  study  to  develop  a ninth  Medical 
Education  Center  in  the  southeast  one-third  of  the 
state,  so  that  the  statewide  system  of  Medical  Educa- 
tion will  be  truly  statewide. 

RESOLUTION  95-2  ISMA  Commission  on  Sports 

Medicine 

Introduced  by:  The  ISMA  Executive 

Committee 

Referred  to:  Reference  Committee  1 

Action:  Not  adopted 

Whereas,  Section  7.010205  states  that  the  Commis- 
sion on  Sports  Medicine 

encompasses  the  field  of  sports  medicine;  and 
Whereas,  Section  7. 10007  states, 

"The  Commission  on  Sports  Medicine  shall 
provide  liaison  between  the  Indiana  State 
Medical  Association  and  various  athletic 
organizations.  The  Commission  will  research 
issues  and  make  recommendations  in  a variety 
of  areas  relating  to  sports  medicine  in  our  state, 
in  an  attempt  to  improve  the  medical  care  of 
Indiana  athletes  and  related  personnel";  and 
Whereas,  these  policy  areas  are  addressed  by  the 
Commission  on  Legislation  and  other  ad  hoc  commit- 
tees established  from  time  to  time  to  serve  specific 
purposes;  and 

Whereas,  it  is  important  that  the  ISMA,  as  an 
organization  led  by  busy  volunteers,  strive  to  make  the 
best  and  most  efficient  use  of  our  members'  time  who 
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generously  agree  to  serve  on  commissions  and  commit- 
tees; therefore  be  it 

RESOLVED,  That  Section  7.010205  and  Section 
7.10007  be  deleted  from  the  Bylaws,  and  in  lieu  thereof, 
specific  ad  hoc  committees  be  created  for  special 
purposes  as  the  need  arises. 

RESOLUTION  95-3  Commission  on  Physician 

Assistance 

Introduced  by:  The  Commission  on  Physician 

Assistance 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  Section  7.1006  of  the  ISMA  Bylaws  states 
as  follows, 

"Commission  on  Physician  Assistance:  The 
Commission  on  Physician  Assistance  shall 
develop  a program  to  recognize,  treat  and 
rehabilitate  physicians  who  are  in  need  of 
assistance  because  of  neuropsychiatric  illness, 
physical  infirmities,  or  alcohol  and  other 
substance  dependence.  The  Commission  will 
encourage  informal  and  formal  referral  of  all 
physicians  in  need  of  assistance  to  component 
county  medical  society  screening  committees."; 
and 

Whereas,  the  Commission  on  Physician  Assistance 
meets  all  the  requirements  of  Indiana's  "Peer  Review 
Act,"  as  set  forth  at  I.C.  34-4-12.6-1  et  al;  and 

Whereas,  the  Indiana  Peer  Review  Act  provides 
various  confidentiality,  privilege  and  immunity 
protections;  and 

Whereas,  it  could  be  advantageous  to  the  Commis- 
sion to  have  stated  in  the  ISMA  Bylaws  that  the  Com- 
mission on  Physician  Assistance  is  a "peer  review 
committee"  as  defined  by  the  Indiana  Peer  Review  Act, 
and  claims  all  the  privileges  and  immunities  contained 
therein;  therefore  be  it 

RESOLVED,  That  the  ISMA  Constitution  and 
Bylaws,  Section  7.1006,  be  amended  by  adding  the  i 
following  language, 

"The  ISMA  Commission  on  Physician  Assis- 
tance is  organized  pursuant  to  Indiana's  Peer 
Review  Act  as  set  forth  at  I.C.  34-4-12.6-1  et  al, 
and  claims  all  the  rights,  privileges,  confident!-  j 
ality  and  immunities  provided  therein." 
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■ resolutions 


RESOLUTION  95-4 

Introduced  by: 

Referred  to: 

Action: 


HIV  Testing  of  Pregnant 
Women 

John  W.  Luce,  M.D., 
Michigan  City 
Reference  Committee  2 
Adopted 


Whereas,  many  pregnant  women  are  unaware  of 
their  HIV  status;  and 

Whereas,  there  is  scientific  evidence  that  transmis- 
sion of  the  HIV  virus  takes  place  between  an  infected 
mother  and  her  unborn  child;  and 

Whereas,  there  is  mounting  evidence  to  suggest 
that  maternal  treatment  with  zidovudine  can  signifi- 
cantly reduce  the  vertical  transmission  rate  from  26% 
to  8%;  therefore  be  it 

RESOLVED,  That  the  ISMA  seek  legislation  to 
require  HIV  testing  of  all  pregnant  women. 

RESOLUTION  95-5  Third-Party  Reimbursement 

for  Pre-certification 

Introduced  by:  Third  District  Medical  Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  amended 


Whereas,  most  of  the  insurance  companies.  Medi- 
care and  Medicaid,  now  require  precertification  for 
diagnostic  tests,  consultations,  procedures  and  surger- 
ies; and 

Whereas,  this  is  entirely  for  the  benefit  of  the  third 
parties  and  does  nothing  to  improve  the  quality  of  care, 
and  sometimes  actually  impairs  the  quality  of  care;  and 
Whereas,  the  physicians  have  been  forced  to  bear 
the  brunt  of  the  extra  cost  for  these  precertifications, 
including  the  hiring  of  extra  personnel,  or  tying  up  the 
time  of  present  personnel,  and  it  results  in  hours  of 
wasted  time;  and 

Whereas,  many  times  the  third  parties  needlessly 
extend  these  calls  with  unnecessary  questions  and 
cause  excessive  waste  of  time  and  frustration  by 
placing  the  caller  on  hold  and  requiring  that  we  talk  to 
more  than  one  person;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  the  concept  of 
reasonable  reimbursement  of  management  services 
such  as:  precertification  for  diagnostic  tests,  consulta- 
tion, procedures  and  surgeries;  and  be  it  further 
RESOLVED,  That  the  ISMA  communicate  this 
resolution  to  the  AMA  for  their  support. 


RESOLUTION  95-6  ISMA  Commission  on 

Legislation  Participation 

Introduced  by:  Barney  R.  Maynard,  M.D., 

Chair,  ISMA  Commission  on 
Legislation 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  the  need  for  physicians  to  speak  with  a 
unified  voice  has  never  been  greater;  and 

Whereas,  the  need  to  speak  with  a unified  voice  on 
legislative  matters  is  absolutely  critical  to  the  protec- 
tion and  advocacy  for  patients  and  our  profession;  and 
Whereas,  all  elements  of  medicine  need  to  work 
together  on  common  legislative  matters  to  more 
effectively  advocate  for  patients  and  physicians;  and 
Whereas,  the  ISMA  Commission  on  Legislation  is 
open  to  all  physician  members  and  desires  input  from 
all  physicians  and  specialties;  therefore  be  it 

RESOLVED,  That  every  member  of  the  ISMA  be 
welcomed  at  the  meetings  of  the  Commission  on 
Legislation,  and  that  their  input  be  actively  sought  and 
recognized. 

RESOLUTION  95-7  ISMA-Sponsored  Self- 

FimdedHMO 

Introduced  by:  Rami  Saydjari,  M.D. 

Crawfordsville 

Referred  to:  Reference  Committee  1 

Action:  Resolution  95-29  adopted  in 

lieu  of  Resolution  95-7 

Whereas,  physicians  and  patients  face  ever  increas- 
ing interference  with  the  doctor /patient  relationship 
by  managed  care  entities;  and 

Whereas,  recent  court  decisions  have  confirmed 
that  some  managed  care  entities  make  fiduciary 
decisions  which  are  not  always  in  the  best  interest  of 
the  patient  and  may  adversely  affect  medical  outcomes; 
and 

Whereas,  successful  self-funding  HMOs  sponsored 
by  a state  medical  society  have  been  created  in  the  past 
(e.g,.  Physician  Health  Care  Plan  of  New  Jersey  and 
M.D.  Health  Plan  of  Connecticut);  and 

Whereas,  eliminating  insurance  companies  as  the 
middleman  in  health  care  is  likely  to  protect  the 
doctor/ patient  relationship  and  restore  the  doctor's 
role  as  patient  advocate  while  controlling  cost  within 
the  context  of  a physician-owned  and  physician-run 
HMO;  therefore  be  it 
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RESOLVED,  That  the  ISMA  undertake  a feasibility 
study  to  determine  whether  an  ISMA-sponsored  HMO 
would  be  efficacious  in  Indiana  and  report  back  the 
findings  of  such  a study  to  ISMA  members. 

RESOLUTION  95-8  Insurance  Coverage  for 

Deliveries 

Introduced  by:  John  W.  Luce,  M.D., 

Michigan  City 

Referred  to:  Reference  Committee  4 

Action:  Referred  to  Board  of  Trustees 

Whereas,  many  third  party  payers  are  reducing  the 
length  of  stay  for  routine  deliveries  to  one  night  stays; 
and 

Whereas,  the  American  College  of  Obstetricians 
and  Gynecologists  in  its  1992  "'Guidelines  for  Prenatal 
Care,"  recommends  that  in  otherwise  uncomplicated 
deliveries  the  postpartum  stay  range  from  48  hours  for 
vaginal  delivery  to  96  hours  for  cesarean  section;  and 
Whereas,  the  decision  to  discharge  a woman  after 
deliveries  lies  with  the  woman  and  her  physician;  and 
Whereas,  other  state  legislatures,  including  Mary- 
land and  New  Jersey,  have  required  third-party  payers 
to  follow  the  American  College  of  Obstetricians  and 
Gynecologists  Guidelines;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  legislation 
that  would  require  third-party  payers  to  pay  for  at  least 
48  hours  of  hospital  care  after  a routine  delivery  and  96 
hours  after  a cesarean  section. 


RESOLUTION  95-9 

Introduced  by: 


Referred  to: 
Action: 


Physician  filing  and  signing  of 
certificate  of  birth  and  death 

The  Indiana  Association  of 
Public  Health  Physicians 
Joseph  Black,  M.D.,  health 
officer,  Jackson  County 
Joe  Dukes,  M.D.,  former  health 
officer,  Sullivan  County 
Reference  Committee  2 
Adopted 


Whereas,  the  current  birth  registration  law  IC  16- 
37-2-1  defines  "a  person  in  attendance  at  birth"  as  a 
licensed  physician,  or  midwife,  or  other  legally  autho- 
rized person  to  attend  a patient  in  childbirth;  and 

Whereas,  the  current  death  registration  law  IC  16- 
37-3-5  specifies  the  physician  last  in  attendance  . . . 
shall  certify  the  cause  of  death  or  stillbirth;  and 
Whereas,  the  State  Department  of  Health  has 


elected  to  designate  other  than  a physician/ midwife  to  j 
sign  a birth  certificate;  and 

Whereas,  there  are  conflicting  laws  that  specify 
that  lay  people  can  certify  the  cause  (medical)  of  death;  j 
therefore  be  it 

RESOLVED,  That  the  ISMA  seek  and  support  j 
legislation  that  would: 

1 ) Amend  birth  and  death  registration  laws  to 
specify  physician  responsibility  for  signing  and  filing  a i 
birth  and  death  certificate: 

a)  Designate  that  only  a physician  holding  an 
unlimited  license  to  practice  medicine,  a licensed 
midwife  or  the  local  health  officer  are  legally  autho- 
rized to  file  a birth  certificate. 

b)  Designate  a physician  holding  an  unlimited 

license  to  practice  medicine  as  the  only  person  legally 
authorized  to  certify  a medical  cause  of  death  and  to 
file  a death  certificate.  , 

RESOLUTION  95-10  ISMAMedicare 

Transformation  Position 
Introduced  by:  Barney  R.  Maynard,  M.D., 

alternate  delegate  to  AMA 
Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  the  Medicare  program  has,  for  thirty 
years,  served  to  finance  the  health  care  needs  of  the 
elderly  and  disabled;  and 

Whereas,  the  Medicare  program  has  attained  the 
original  goals  of  providing  quality  health  care  and 
access  to  all  of  its  beneficiaries;  and 

Whereas,  the  Medicare  program  was  based  on  an 
unsustainable  financial  foundation;  and 

Whereas,  the  Medicare  program  now  faces  bank- 
ruptcy and  chaos  unless  radical  measures  are  taken; 
and 

Whereas,  the  American  Medical  Association,  at  its 
recent  annual  meeting,  adopted  a bold  and  comprehen- 
sive plan  to  completely  transform  the  Medicare  system; 
and 

Whereas,  this  plan  has  been  presented  to  the 
Congress  of  the  United  States  for  consideration  and 
adoption;  therefore  be  it 

RESOLVED,  That  the  ISMA  adopt  as  policy  on 
Medicare,  the  proposals  of  the  AMA's  1995  Transform- 
ing Medicare;  and  be  it  further 

RESOLVED,  That  the  ISMA  through  its  member- 
ship, leadership  and  Commission  on  Legislation, 
aggressively  lobby  for  passage  of  the  AMA's  1995 
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™ Transforming  Medicare  with  the  Indiana  Congres- 
sional Delegation. 

^ RESOLUTION  95-11  Testing  for  human  immunode- 
ficiency virus  (HIV) 

Introduced  by:  Fort  Wayne  Medical  Society 

Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  The  New  England  Journal  of  Medicine 
reported  in  August  of  1992  that: 

1)  1,000,000  American  citizens  are  infected  with  the 
HIV  virus  and  many  are  not  aware  of  it; 

2)  110,000  or  11%  of  those  who  carry  the  virus 

1 unknowingly  could  be  identified  in  one  year  of  hospi- 

j tal  testing; 

! 3)  200,000  HIV-infected  patients  axe  treated  armu- 

aUy  in  the  nation's  5,558  hospitals; 

4)  134,000  HIV-infected  patients  treated  in  the 
nation's  5,558  hospitals  will  be  treated  for  symptoms 
unrelated  to  this  virus;  and 

Whereas,  early  detection  and  treatment  will  benefit 
those  who  are  infected  and  guard  against  their  infect- 
ing others;  and 

Whereas,  the  highest  incidence  of  HIV  infection 
occurs  between  ages  15  and  54;  and 

Whereas,  physicians  and  health  care  entities  are 
required  to  go  to  great  lengths  to  ensure  the  protection 
of  others,  but  are  prevented  by  that  same  law  (except 
under  court  order  or  emergency)  from  carrying  out  the 
necessary  steps  of  good,  prudent  medical  care  and 
disease  prevention  due  to  informed  consent  laws  and 
laws  of  confidentiality  that  prevent  a physician  from 
testing  or  informing  emergency,  nursing,  surgical  or 
other  medical  staff  of  a patient's  HIV  status;  therefore 
be  it 

RESOLVED,  That  the  ISMA  petition  the  1995 
session  of  the  Indiana  General  Assembly  to  pass 
legislation  requiring  hospitals  to  routinely  offer  volun- 
tary HIV  testing  of  all  patients  between  the  ages  of  15 
and  54  who  are  seen  m Indiana  hospitals. 

I 

i 


RESOLUTION  95-12  Consolidation  of  "Subcommis- 
sion on  Accreditation" 

Introduced  by:  Glenn  J.  Bingle,  M.D.,  Chair- 

man, Commission  on  Medical 
Education 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  Section  7.1005  of  the  ISMA  Bylaws  states, 
"...  The  Commission  on  Medical  Education 
with  the  assistance  of  the  Subcommission  on 
Accreditation  shall  serve  as  the  ISMA  state's 
accrediting  body  to  accredit  institutions  and 
organizations  for  the  presentation  of  intrastate 
continuing  medical  education  programs";  and 
Whereas,  the  Commission  on  Medical  Education 
recommends  the  elimination  of  a separate  Subcommis- 
sion on  Accreditation,  thereby  reducing  redundancy 
and  strearnlining  the  ISMA  accreditation  process;  and 
Whereas,  combining  the  two  entities  into  one, 
named  the  Commission  on  Medical  Education,  would 
also  provide  maximum  efficiency  and  continuity 
within  the  entities;  therefore  be  it 

RESOLVED,  That  Section  7.1005  be  amended  to 
read  as  follows: 

"The  Commission  on  Medical  Education  shall 
maintain  liaison  with,  and  be  of  assistance  to, 
medical  schools  and  the  Medical  Licensing 
Board.  It  shall  keep  in  contact  with  and  en- 
deavor to  assist  in  improving  and  maintaining 
high  quality  undergraduate,  graduate  and 
continuing  medical  education  and  public 
school  health  education  within  the  state.  The 
Commission  on  Medical  Education  shall  serve 
as  the  ISMA's  state  accrediting  body  to  accredit 
mstitutions  and  organizations  for  the  presenta- 
tion of  intrastate  continuing  medical  education 
programs." 

RESOLUTION  95-13  Tobacco  control  task  force 

Introduced  by:  Stephen  J.  Jay,  M.D., 

Indianapolis 

Referred  to:  Reference  Committee  2 

Action:  Adopted  as  amended 


Whereas,  science  has  proven  that  tobacco  use 
causes  numerous  health  hazards;  and 

Whereas,  physicians  should  educate  their  patients 
and  the  public  on  the  risks  associated  with  tobacco 
usage  and  the  health  benefits  of  quitting  tobacco;  and 
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Whereas,  physicians  need  to  improve  their  effec- 
tiveness  in  preventing  children  from  starting  tobacco 
usage  and  in  helping  individuals  and  their  families  to 
quit;  therefore  be  it 

RESOLVED,  That  the  ISMA  create  a tobacco 
control  task  force  and  the  duties  of  the  task  force  shall 
include,  but  not  be  limited  to,  the  following: 

1.  Promote  public  policy  that  will  especially 
prevent  youth  access  to  tobacco;  and 

2.  Support  smoke  free  indoor  air  legislation  and 
regulation  at  local,  state  and  national  levels;  and 

3.  Enhance  physician  education  and  awareness, 
especially  training  of  medical  students  and  residents  in 
tobacco  control;  and 

4.  Provide  training  for  practicing  physicians  to  be 
able  to  teach  smoke  cessation  skills  to  others;  and 

5.  Publicize  the  importance  of  tobacco  control 
through  articles  for  Indiana  Medicine  and  ISMA  Reports; 
and 

6.  Collaborate  with  other  organizations  such  as  the 
Indiana  Department  of  Health,  Indiana  University 
School  of  Medicine  and  Project  ASSIST  (America  Stop 
Smoking  Intervention  Study). 

7.  Contribute  to  the  ISMA  policy  on  tobacco  control 
by  sponsoring  or  supporting  resolutions  regarding 
tobacco  control. 

RESOLUTION  95-14  Support  for  Project  Solo 

Introduced  by:  Steven  Isenberg,  M.D., 

Indianapolis 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  amended 

Whereas,  physicians  desire  to  provide  quality  care 
for  their  patients  at  reasonable  cost;  and 

Whereas,  physicians  desire  to  remain  advocates  for 
their  patients  without  conflict  of  interest;  and 

Whereas,  Project  Solo  is  a non-profit,  non-partisan, 
grassroots  organization  of  independent  physicians 
united  for  quality,  autonomy,  patient  advocacy  and 
cost  containment;  therefore  be  it 

RESOLVED,  That  the  ISMA  endorse  Project  Solo. 
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RESOLUTION  95-15  Medicare/Medicaid  coalition 

meetings 

Jasper/Newton  County 
Medical  Society 
Kenneth  J.  Abler,  M.D. 
Reference  Committee  1 
Resolution  95-16  was  adopted 
as  amended  in  lieu  of  Resolu- 
tion 95-15  and  95-20 

Whereas,  a number  of  years  ago,  the  ISMA  was 
able  to  develop  a meeting  format  between  the  carriers 
and  providers  to  deal  with  reimbursement  issues, 
especially  for  Medicare  and  Medicaid;  and 

Whereas,  these  meetings  were  especially  designed 
to  provide  dialogue  between  the  carriers  and  providers ; 
in  an  open  format  to  resolve  issues  of  conflict  and 
reimbursement;  and 

Whereas,  representation  from  various  organiza- 
tions, including  aging  senior  citizens,  congressional 
offices,  specialty  societies,  as  well  as  individual  office 
practices,  were  all  invited  and  welcomed;  and 

Whereas,  members  from  consulting  firms  repre- 
senting physician  clients  of  societies  have  attended 
these  meetings  from  their  inception;  and 

Whereas,  issues  concerning  reimbursement  coding, 
policy  changes,  computer  problems  and  payment 
delays  continue  to  arise  as  both  Medicare  and  Medic- 
aid re-evaluate  their  reimbursement  policies;  and 
Whereas,  the  ISMA  reports  that  the  cost  of  spon- 
soring these  meetings  has  escalated  significantly;  and 
Whereas,  the  physical  location  has  become  inad- 
equate due  to  the  number  of  attendees;  and 

Whereas,  a charge  of  attendance  has  been  levied  to 
certain  attendees  of  these  meetings  which  they  con- 
sider sufficient  to  perhaps  limit  their  attendance; 
therefore  be  it 

RESOLVED,  That  the  Medicare  / Medicaid  Coali- 
tion meetings  be  continued  in  their  original  format;  and 
be  it  further 

RESOLVED,  That  the  Medicare / Medicaid  Coali- 
tion meetings  be  open  to  any  representatives  having 
concerns  with  carrier  (payer)  provider  issues  and/or 
reimbursement  issues;  and  be  it  further 

RESOLVED,  That  the  Medicare  / Medicaid  Coali- 
tion meetings  be  moved  to  a facility  large  enough  to 
accommodate  the  attendance;  and  be  it  further 
RESOLVED,  That  the  ISMA  research  means  of 
financially  supporting  this  facility  without  charging 
attendees. 
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RESOLUTION  95-16  Medicare/Medicaid  coalition 

meeting 

Introduced  by:  C.G.  Clarkson,  M.D., 

Richmond 

i Referred  to:  Reference  Committee  1 

Action:  Adopted  as  amended  in  lieu  of 

Resolutions  95-15  and 
95-20 

Whereas,  Indiana  Medicare  and  Medicaid  over- 
sight coalition  meetings  were  developed  in  a 
roimdtable  type  format  to  provide  dialogue  between 
providers,  patients  and  carriers  to  deal  with  problems 
of  HCFA,  the  carriers,  the  providers  and  the  patients; 
and 

Whereas,  the  ISMA  sponsored  these  meetings  m 
that  original  format  untH  recently;  and 

Whereas,  the  ISMA  Executive  Committee  and 
Board  decided  to  make  changes  considered  exorbitant 
to  certain  attendees  of  these  meetings;  and 

Whereas,  this  has  caused  discourse  and  threatened 
to  disturb  the  original  intent  of  the  meeting  format;  and 
I Whereas,  the  ISMA  cites  cost  and  facility  size  as  the 
reason  for  the  fees;  therefore  be  it 

RESOLVED,  Thiat  the  Medicare / Medicaid  Coali- 
tion meeting  be  continued  in  a format  to  provide 
dialogue  between  all  participants;  and  be  it  further 

RESOLVED,  That  the  ISMA  research  means  to 
financially  support  and  move  the  meetings  to  a facility 
where  attendance  is  not  limited  and  charges,  if  made, 
are  reasonable. 

RESOLUTION  95-17  Freedom  of  choice  for 

d ermatological  services 

Indiana  Dermatological 
Society 

Cleve  Francoeur,  M.D. 
Reference  Committee  3 
Adopted  as  amended  with 
substitute  resolve 

Whereas,  the  American  Medical  Association,  the 
ISMA  and  the  Indiana  Dermatological  Society  all 
support  the  right  of  patients  to  access  the  physician  of 
their  choice;  and 

Whereas,  unlike  other  specialties,  on  average,  90% 
of  patients  currently  access  dermatologists  directly 
without  a referral;  and 

Whereas,  dermatological  disorders,  unlike  vague 
internal  medical  problems,  are  readily  evident  to 
patients,  thus  allowing  appropriate  self-referral  with- 


out the  need  for  gatekeeper  direction;  and 

Whereas,  unlike  other  specialties,  essentially  all 
patients  currently  imder  the  care  of  a dermatologist 
will,  against  their  will,  lose  continuity  of  care  with  their 
dermatologist  and  be  forced  to  see  providers  unfamil- 
iar with  their  diagnosis  and  special  needs;  and 
Whereas,  in  the  specialty  of  dermatology,  the 
arguments  of  managed  care  corporations  for 
gatekeeper  services  in  the  areas  of  cost  effectiveness, 
patient  satisfaction  and  quahty  of  care  are  not  appli- 
cable; and 

Whereas,  many  managed  care  plans  utilizing 
gatekeepers  place  more  emphasis  on  profit  than  on  the 
quality  of  care,  and  thus  prevent  patients  from  obtain- 
ing expert  level  dermatological  care  for  their  skin,  hair 
and  nail  disorders;  and 

Whereas,  by  supporting  and  passing  HB  1257  in 
the  1993  Indiana  General  Assembly,  the  ISMA,  State 
Legislature  and  Governor  have  previously  affirmed 
their  support  for  policy  allowing  direct  access  to 
dermatologists  or  primary  care  providers  for  dermato- 
logical services;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  legislation  to 
ensure  that  patients  have  the  right  to  choose  their 
physician. 

RESOLUTION  95-18  Minimize  capitation  use  in 

health  care  insurance  reform 

Introduced  by:  Fort  Wayne  Medical  Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  amended 

Whereas,  in  the  climate  of  health  care  reform,  the 
merging  of  the  delivery  and  financing  of  health  care 
has  evolved;  and 

Whereas,  the  traditional  fee  for  service  system  has 
and  will  be  changing  to  a capitated  form  of  payment; 
and 

Whereas,  there  are  many  references  in  managed 
care  literature  that  capitation  may  create  ethical 
dilemmas  for  physicians  in  administering  good  quality, 
competent  health  care  to  patients;  and 

Whereas,  the  physicians  of  the  ISMA  are  dedicated 
towards  working  in  their  patients'  best  interest  without 
serious  economic  conflict;  therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  the  Indiana 
legislature  to  implement  health  care  insurance  reform 
for  Indiana  citizens  that  will  minimize  the  use  of 
capitation,  thus  ensuring  benefit  for  Indiana  patients; 
and  be  it  further 


Introduced  by: 


Referred  to: 
Action: 
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RESOLVED,  That  ISMA  educate  the  citizens  of 
Indiana  about  capitation  and  how  providers  are 
incentivized  under  capitation,  as  appropriate. 

RESOLUTION  95-19  Class  IV  Health  Professions 

Bureau  Regulations 

Introduced  by:  Dennis  W.  Miller,  M.D., 

Indianapolis 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  the  Health  Professions  Bureau  restricts 
the  prescribing  of  Class  IV  appetite  suppressants;  and 
Whereas,  such  restrictions  allow  for  substantially 
less  care  than  is  allowed  under  the  DEA  regulation; 
and 

Whereas,  these  HPB  regulations  compromise 
effective  treatment  in  some  patients;  therefore  be  it 
RESOLVED,  That  the  ISMA  encourage  the  Medical 
Licensing  Board  of  Indiana  to  change  their  rule  on 
prescribing  Class  IV  appetite  suppressants  to  allow 
scientifically  justified  treatment  options. 

RESOLUTION  95-20  ISMA  Medicare/Medicaid 

meeting 

Louis  Cantor,  M.D., 
Indianapolis 
Reference  Committee  I 
Resolution  95-16  was  adopted 
as  amended  in  lieu  of 
Resolution  95-15  and  95-20 

Whereas,  Indiana  physicians  continue  to  have 
problems  with  Medicare  and  Medicaid;  and 

Whereas,  the  Medicare /Medicaid  coalition  meet- 
ings are  a forum  to  exchange  information  with  the 
representatives  of  Medicare  and  Medicaid  on  the 
problems  physicians  are  experiencing;  and 

Whereas,  this  forum  is  utilized  to  solve  these 
problems;  and 

Whereas,  the  free  flow  of  information  between  the 
physician  community  and  representatives  of  Medicare 
and  Medicaid  should  continue;  therefore  be  it 

RESOLVED,  That  the  forum  should  be  continued 
in  its  original  format;  and  be  it  further 

RESOLVED,  That  members  in  good  standing  with 
the  ISMA  should  be  allowed  to  appoint  representa- 
tives, who  might  not  be  their  direct  employee,  to  attend 
the  coalition  meeting  on  their  behalf  at  no  charge. 


RESOLUTION  95-21  Non-board  certified  members  | 

as  members  of  managed  care 
plans  I 

Introduced  by:  C.G.  Clarkson,  M.D.  i 

Indiana  Academy  of  Eamily  ' 

Physicians  j 

Referred  to:  Reference  Committee  4 j 

Action:  Adopted  as  amended  I 

Whereas,  family  physicians  are  trained  in  a variety  | 
of  medical  specialty  areas,  including  internal  medicine,  1 
pediatrics,  surgery  (general  and  subspecialty),  obstet-  j 
rics  and  gynecology,  dermatology,  psychiatry  and  ' 

emergency  medicine;  and 

Whereas,  active  members  of  the  Indiana  Academy 
of  Eamily  Physicians  are  required  to  secure  150  hours 
of  approved  CME  every  three  years  for  continued 
membership;  and  | 

Whereas,  the  wide  range  of  skills  possessed  by  ^ 

family  physicians  and  the  frequent  opportunities  to  use  i 
them  in  their  practices  enables  family  physicians  to  be  I 
highly  cost-effective  and  have  excellent  patient  satisfac- 
tion; and 

Whereas,  numerous  managed  care  organizations 
have  established  board  certification  as  a criteria  for  , 
membership;  therefore  be  it  ! 

RESOLVED,  That  the  ISMA  join  in  a statewide  J 
effort  with  the  Indiana  Academy  of  Eamily  Physicians  ' 
to  ensure  that  board  certification  not  be  used  as  the  sole  | 
criteria  for  acceptance  by  a managed  care  organization. 

RESOLUTION  95-22  Reimbursement  of  screening 

studies 

Introduced  by:  Thomas  Kintanar,  M.D. 

Indiana  Academy  of  Eamily 
Physicians 

Referred  to:  Reference  Committee  4 

Action:  Adopted 

Whereas,  the  continuing  health  care  and  welfare  of 
our  patients  is  of  paramount  concern  to  practicing 
physicians;  and 

Whereas,  it  is  recognized  that  in  certain  patients, 
age  and  population  demographic  data  have  proven 
that  certain  populations  are  predisposed  to  certain 
disease  processes  (i.e.  family  history  of  colon  cancer, 
heart  disease,  numerous  risk  factors,  etc);  and 

Whereas,  it  has  been  recognized  in  many  practicing 
clinicians'  offices  that  the  patients  are  finding  it  more 
and  more  difficult  to  get  insurance  reimbursement  for  i 
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"screening  tests";  therefore  be  it 

RESOLVED,  That  the  ISMA  advocate  that  third 
party  payers  reimburse  for  screening  studies  that  are 
scientifically  supported  (such  as  those  from  the  U.S. 

. Task  Force  on  Preventive  Services). 

RESOLUTION  95-23  Resident  Medical  Society 

membership 

Introduced  by:  Resident  Medical  Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted 

Whereas,  there  currently  exists  a membership 
structure  for  resident  physicians  such  that  residents 
‘ who  currently  hold  membership  in  the  Resident 
Medical  Society  of  the  ISMA  do  not  hold  membership 
in  the  county  or  district  medical  societies;  and 
Whereas,  resident  participation  in  organized 
medicine  is  a strong  predictor  of  future  membership; 
and 

Whereas,  the  Resident  Medical  Society  wishes  to 
bring  together  all  residents  in  the  state  to  improve 
Federation  recruitment  of  resident  physicians  and 
create  a better  communication  link  with  the  county  and 
district  medical  societies;  and 

Whereas,  the  Resident  Medical  Society  currently 
gains  a delegate  to  the  ISMA  House  of  Delegates  for 
every  50  members;  and 

Whereas,  there  is  presently  no  mechanism  for 
incoming  residents  and  fellows  to  join  for  the  six 
months  Quly  through  December)  of  their  first  year  in 
Indiana  unless  they  are  senior  medical  students  who 
just  graduated  from  the  Indiana  University  School  of 
Medicine;  and 

Whereas,  a one-time  membership  fee  for  county, 
district  and  state  dues  would  attract  more  resident 
members  and  has  proven  to  be  effective  through  a 
previous  pilot  program  where  a one-time  fee  for  state 
dues  was  implemented;  therefore  be  it 

RESOLVED,  that  all  resident  physicians,  who  hold 
membership  m the  Resident  Medical  Society  or  the 
county  and  district  medical  society,  be  required  to  hold 
membership  in  the  Resident  Medical  Society  of  the 
ISMA  and  the  county  and  district  medical  societies, 
with  county  medical  society  membership  to  be  held  in 
the  county  in  which  the  resident  lives  or  works;  and  be 
it  further 

RESOLVED,  That  the  RMS  have  4 delegate  votes  in 
the  ISMA  House  of  Delegates,  and  the  resident  mem- 
bers also  be  coimted  by  the  county  medical  societies 


where  the  residents  hold  membership,  for  determina- 
tion of  the  number  of  delegates  allowed  for  that 
component  society  if  they  meet  the  requirements  of  the 
ISMA  Constitution  & Bylaws;  and  be  it  further 
RESOLVED,  That  the  state  dues  structure  be 
changed  so  that  aU  new  members  who  are  residents  or 
fellows,  no  matter  how  long  they  have  been  in  training, 
pay  a one-time  fee  to  the  ISMA,  which  would  cover 
their  dues  for  the  entire  training  period;  and  be  it 
further 

RESOLVED,  That  all  new  members  who  are 
residents  or  fellows  in  Indiana  be  exempt  from  paying 
covmty,  district  and  state  dues  from  July  to  December 
of  the  year  they  become  a member;  and  be  it  further 
RESOLVED,  That  this  resolution  shall  not  apply  to 
any  residents  or  fellows  who  have  already  joined  the 
Resident  Medical  Society  or  the  county  medical  society 
prior  to  the  adoption  of  this  resolution. 

RESOLUTION  95-24  Repeal  of  mandated  third 

trimester  syphilis  testing  for 
pregnant  women 

Introduced  by:  John  Denton,  M.D.,  Anderson 

Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  a syphilis  test  is  required  to  be  performed 
in  the  first  trimester  of  pregnancy;  and 

Whereas,  a third  trimester  test  is  not  clinically 
necessary  and  is  costly  and  inconvenient  for  patients; 
and 

Whereas,  the  guidelines  of  the  Indiana  State 
Department  of  Health,  Division  of  Maternal  and  Child 
Health,  only  require  that  a serologic  screening  for 
syphilis  be  performed  on  the  initial  prenatal  care  visit; 
and 

Whereas,  the  Medicaid  administration  in  Indiana 
only  covers  a third  trimester  test  if  the  first  trimester 
test  was  positive;  and 

Whereas,  the  Medicaid  administration  based  the 
aforementioned  policy  on  the  directives  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecology  and  the 
American  Academy  of  Pediatrics;  and 

Whereas,  the  American  College  of  Obstetrics  and 
Gynecology  and  the  American  Academy  of  Pediatrics 
direct  that  a third  trimester  test  should  only  be  ordered 
for  members  of  a high-risk  population;  therefore  be  it 
RESOLVED,  That  the  ISMA  introduce  a bill  to  the 
General  Assembly  for  the  1996  legislative  session  to 
repeal  the  language  of  the  Indiana  Code  (16-41-15-10) 
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that  unnecessarily  requires  the  standard  serological  test 
for  syphilis  for  women  in  third  trimester  of  pregnancy. 

RESOLUTION  95-25  Do-not-resuscitate  policy 

Introduced  by:  Lake  County  Medical  Society 

Martha  Mechei,  M.D. 

Referred  to:  Reference  Committee  2 

Action:  Referred  to  Board  of  Trustees 

Whereas,  a statewide  uniform  Do  Not  Resuscitate 
(DNR)  policy  for  use  of  emergency  medical  services 
(EMS)  personnel  does  not  exist  in  Indiana;  and 
Whereas,  such  a policy  would  benefit  all  EMS 
personnel  by  application  of  a consistent  medical 
standard;  and 

Whereas,  other  states  have  such  a policy;  and 
Whereas,  Indiana  should  develop  such  a policy: 
therefore  be  it 

RESOLVED,  That  the  ISMA  develop  legislation 
providing  for  a DNR  policy  for  statewide  use  of  basic 
and  advanced  life  support  personnel  in  the  local  EMS. 

RESOLUTION  95-26  Practice  limitations 

Introduced  by:  Lake  County  Medical  Society 

Vijay  Dave,  M.D. 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  the  ability  to  practice  medicine  in  a 
hospital  is  based  upon  professional  staff  determination 
of  privileges;  and 

Whereas,  once  the  privilege  is  extended  its  mainte- 
nance is  appropriately  part  of  professional  staff  respon- 
sibility; and 

Whereas,  a hospital  board  may  have  ultimate 
responsibility  for  privileges  should  the  professional 
staff  fail  to  carry  out  its  responsibility;  and 

Whereas,  no  person's  privileges  should  be  re- 
stricted prior  to  appropriate  professional  review  and 
recommendation;  and 

Whereas,  hospitals  may  attempt  to  circumvent 
such  review  and  recommendation  by  utilizing  eco- 
nomic and  contractual  criteria  without  regard  for 
individual  quality;  and 

Whereas,  such  attempts  are  contrary  to  the  intent 
and  spirit  of  professional  staff  bylaws;  therefore  be  it 
RESOLVED,  That  the  AMA  support  model  hospi- 
tal-medical staff  bylaws  requiring  the  same  due 
process  in  limiting  professional  practice  for  economic 
or  contractual  reasons  as  is  followed  for  quality  rea- 


sons; and  be  it  further 

RESOLVED,  That  the  AMA  clarify  that  practice 
limitations  based  on  economic  or  contractual  reasons 
are  not  reportable  to  the  Physicians  Data  Bank. 

RESOLUTION  95-27  Standard  accounting  format 

Introduced  by:  Lake  County  Medical  Society 

Frank  Hieber,  M.D. 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  managed  care  entities  are  becoming 
widespread  throughout  Indiana;  and 

Whereas,  many  of  these  entities  are  businesses;  and 
Whereas,  entities  organized  for  profit  may  empha- 
size profit  over  service;  and 

Whereas,  it  is  in  the  public  interest  to  know  the 
extent  of  profit  as  compared  to  the  cost  of  services;  and 
Whereas,  a public  reporting  system  would  be  most 
expeditious;  therefore  be  it 

RESOLVED,  That  the  ISMA  determine: 

1.  Whether  the  insurance  commissioner  has 
developed  a standard  accounting  format  for  use  by  any 
HMO,  PPO  or  other  managed  care  program  operating 
within  the  state;  and 

2.  Whether  all  such  programs  utilize  such  standard 
accounting  formats  for  purposes  of  reporting;  and 

3.  Whether  each  such  program  reports  on  the 
standard  format  its  armual  income  and  expenses 
clearly  showing  its  annual  and  cumulative  surplus  due 
to  health  care  services  provided  within  the  state;  and 
be  it  further 

RESOLVED,  That  the  ISMA  actively  seek  the 
information  regarding  annual  insurance  company 
financial  disclosure  for  dissemination  to  members  as 
appropriate. 

RESOLUTION  95-28  Release  of  medical 

information 

Introduced  by:  Thomas  Brubaker,  M.D., 

Griffith 

Referred  to:  Reference  Committee  3 

Action:  Withdrawn  by  author 

Whereas,  third  party  payers,  such  as  insurance 
companies,  frequently  require  information  to  support 
claims  for  payment;  and 

Whereas,  the  standard  is  to  obtain  consent  for 
release  of  medical  information;  and 

Whereas,  direct  payment  from  patients  is  often 
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illegal  (such  as  in  Worker's  Compensation,  Medicare 
and  Medicaid)  and  prohibited  by  some  managed  care 
contracts;  therefore  be  it 

RESOLVED,  That  the  ISMA  work  for  legislation 
that  prohibits  revocation  of  a consent  for  release  of 
information  to  payers  once  services  have  been  ren- 
dered unless  payment  for  services  has  occurred. 

RESOLUTION  95-29  Physician  owned  or  operated 

managed  care  programs 

Introduced  by:  Lake  County  Medical  Society 

Thomas  Brubaker,  M.D. 
Referred  to:  Reference  Committee  1 

Action:  Adopted  in  lieu  of  Resolution 

95-7 

Whereas,  managed  care  entities  of  all  kinds  are 
becoming  more  widespread  throughout  Indiana;  and 
Whereas,  managed  care  entities  are  formed  and 
operated  by  many  different  parties  of  interest;  and 
Whereas,  entities  can  be  organized  entirely  for 
profit  and  operated  for  financial  benefit  of  individuals 
not  providing  care;  and 

Whereas,  it  would  be  in  the  best  interest  of  provid- 
ers and  patients  to  assure  that  managed  care  entities 
are  controlled  by  those  having  the  quality  care  interests 
of  the  patient  as  the  primary  goal;  and 

Whereas,  a statewide  entity  could  best  serve  the 
patient  care  interests  of  the  physicians  of  Indiana;  and 
Whereas,  the  ISMA  can  serve  as  a catalyst  for 
developing  patient  friendly  organizations;  and 

Whereas,  an  excessive  percentage  of  premium  is 
frequently  retained  for  industiy  profits;  therefore  be  it 
RESOLVED,  That  the  ISMA  investigate  the  cre- 
ation of  regional  or  statewide  managed  care  programs, 
owned  and  operated,  at  least  in  part,  by  the  physicians 
of  Indiana;  and  be  it  further 

RESOLVED,  That  this  resolution  be  referred  to  the 
Board  of  Trustees  for  appropriate  implementation. 


RESOLUTION  95-30  Limiting  physician 

participation 

Introduced  by:  Lake  County  Medical  Society 

Nicholas  Polite,  M.D. 

Referred  to:  Reference  Committee  3 

Action:  Not  adopted 

Whereas,  public  funds  (including  Medicaid)  are 
available  to  the  Healthy  Start  Program;  and 

Whereas,  part  of  that  program  pays  for  delivery  by 
contracted  physicians;  and 

Whereas,  such  physician  payments  (which  do  not 
include  physician  prenatal  care)  are  more  than  for 
direct  Medicaid  payment  (which  requires  prenatal 
care);  and 

Whereas,  not  all  qualified  physicians  who  would 
like  to  participate  may  contract  with  Healthy  Start  to 
provide  services;  and 

Whereas,  such  denial  of  participation  is  improperly 
discriminatory  and  restrictive  of  quality  care;  therefore 
be  it 

RESOLVED,  That  the  ISMA  support  legislation 
and  regulations  preventing  differing  Medicaid  pay- 
ment levels  for  similar  services  by  the  same  medical 
specialty,  based  upon  any  plan  limiting  open  participa- 
tion by  all  members  of  the  specialty  meeting  the 
qualifications;  and  be  it  further 

RESOLVED,  That  the  ISMA  support  changes  to 
Indiana  legislation  and  regulations  to  require  a pro- 
gram, like  Healthy  Start,  to  allow  any  physician 
qualified  and  willing  to  provide  medical  services,  like 
those  provided  under  the  program,  to  participate  to  the 
same  extent  as  any  other  physician  in  the  program. 

RESOLUTION  95-31  Physician  protection  against 

managed  care  retaliation  for 
acting  as  patient  advocates 

Introduced  by:  Fort  Wayne  Medical  Society 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 


> 

P 

ii 

-n 


Whereas,  Indiana  is  now  seeing  an  increase  in 
managed  care  agreements;  and 

Whereas,  capitation,  which  is  inherent  in  many  of 
these  agreements,  limits  the  physician's  ability  to 
provide  care  which  meets  the  patients'  needs  in  some 
cases;  and 

Whereas,  physicians  acting  as  patient  advocates, 
who  speak  out  in  objection  to  the  effect  of  those  limits 
on  patient  care  may  be  subject  to  retaliation;  and 
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Whereas,  a physician  may  be  deselected  from  a 
managed  care  arrangement  solely  for  being  a patient 
advocate;  and 

Whereas,  the  state  of  California  has  already 
enacted  protection  for  physicians  as  patient  advocates; 
therefore  be  it 

RESOLVED,  That  the  ISMA  petition  the  Indiana 
State  Legislature  to  enact  legislation  which  would 
provide  relief  to  physicians  subject  to  retaliation  for 
acting  as  patient  care  advocates. 

RESOLUTION  95-32  Physician-specific  data  release 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  business  coalitions  exist  in  at  least  Fort 
Wayne,  Indianapolis,  Evansville  and  northern  Indiana; 
and 

Whereas,  these  business  coalitions  are  linked  to  the 
Mid  West  Business  Coalition  out  of  Illinois;  and 

Whereas,  these  coalitions  have  as  one  of  their 
primary  goals  the  release  of  physician-specific  out- 
comes data  to  employers  and  their  employees  (our 
patients);  and 

Whereas,  these  discussions  will  occur  in  each 
community  at  different  times  and  under  different 
circumstances;  and 

Whereas,  the  mechanisms  to  measure  this  data  are 
inaccurate  and  prone  to  problems;  and 

Whereas,  there  is  some  question  as  to  the  protec- 
tion of  physician-specific  outcomes  data  as  peer  review 
information  and  therefore  not  subject  to  public  release 
under  existing  Indiana  law;  and 

Whereas,  the  Health  Care  Quality  Improvement 
Act  of  1985  addresses  the  release  of  physician-specific 
data;  and 

Whereas,  other  areas  have  successfully  avoided  the 
release  of  physician-specific  outcomes  data;  therefore 
be  it 

RESOLVED,  that  the  ISMA  legal  staff  research  and 
disseminate  immediately  to  county  medical  society 
executives  with  follow-up  release  to  physicians  the 
current  legal  opinions  and  activities  of  other  states  on 
the  issue  of  physician-specific  data  release;  and  be  it 
further 

RESOLVED,  that  the  ISMA  formulate  a position 
based  on  this  information. 


RESOLUTION  95-33  Modification  of  the  Indiana  | 

peer  review  statute 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  3 I 

Action:  Referred  to  Board  of  Trustees  j 

Whereas,  the  Indiana  Peer  Review  Statutes  (I.C.  34-  j| 
4-12.6)  provide  immunity  to  individuals  who  partici- 
pate in  peer  review  activities  and  who  meet  the  statu- 
tory requirements;  and  i 

Whereas,  Physician's  Assistance  Committees  i 

(PACs)  or  impaired  Physicians  Committees  are  gener- 
ally organized  under  the  Indiana  Peer  Review  Statutes;  I 
and 

Whereas,  in  some  instances,  individuals  may  come  | 
forward  to  the  PAC  with  information  regarding  a ,i 

potentially  impaired  physician  if  they  can  remain  ^ 

anonymous;  and  i 

Whereas,  Section  34-4-12.6-2  (d)  recognizes  that  a 
provider  "under  investigation"  has  access  to  his/her  | 
accumulated  records  regarding  the  provider's  personal  I 
practice  from  the  peer  review  committee,  in  this  case  I 
the  PAC;  and 

Whereas,  this  provision  has  the  capability  to  void 
the  anonymity  of  the  informant  and  therefore  greatly 
diminish  the  likelihood  of  individuals  coming  forward 
without  the  protection  of  their  identity  and,  in  some 
cases,  endanger  that  individual;  therefore  be  it 

RESOLVED,  that  ISMA  draft  legislation  that  may 
amend  the  Peer  Review  Statute  to  recognize  that,  in 
special  circumstances  such  as  a Physician's  Assistance 
Committee  or  an  Impaired  Physician's  Committee,  the 
identity  of  an  informant  may  be  protected  under  the 
statute;  and  be  it  further 

RESOLVED,  that  ISMA  review  the  entire  statute  to 
ensure  that  language,  particularly  the  term  "under 
investigation,"  is  reasonable  in  the  context  of  Physician 
Assistance  Committees  and  their  important  activities  in 
early  identification  of  physicians  impaired  by  psychiat- 
ric illness,  psychoactive  substance  abuse / dependency 
or  physical  illness. 
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RESOLUTION  95-34  Reaffirmation  of  the 

provisions  of  the  Patient 
Protection  Act 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  the  ISMA  House  of  Delegates  adopted 
resolution  94-15  in  1994,  which  called  for  the  elements 
of  the  AMA's  Patient  Protection  Act  to  become  a 
legislative  initiative  of  the  ISMA  in  the  1995  Indiana 
legislature  to  protect  the  rights  and  choices  of  Indiana 
patients  and  their  physicians;  and 
I Whereas,  elements  of  the  AMA's  Patient  Protection 
! Act  were  in  fact  introduced  as  bills  in  the  1995  legisla- 
tive session;  and 

Whereas,  this  legislation  did  not  pass  out  of 
committee;  and 

Whereas,  the  need  for  statutory  protections  of  the 
rights  and  choices  of  Indiana  patients  has  certainly 
increased  in  the  past  year;  therefore  be  it 

RESOLVED,  That  the  ISMA  reaffirm  its  support  of 
the  concepts  and  elements  of  the  Patient  Protection  Act 
and  once  again  mount  a legislative  initiative  to  cause 
its  passage  in  the  1996  legislative  session. 

RESOLUTION  95-35  Ameritech's  Caller  ID 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  amended 

Whereas,  Ameritech  offers  for  a fee  a new  service 
to  all  customers  called  "Caller  ID"  which  allows  people 
to  know  who  is  calling  them  before  they  answer  their 
telephone;  and 

Whereas,  the  identification  of  the  caller  is  accom- 
plished by  a small  device  that  is  placed  between  the 
telephone  and  wall  jack  which  is  capable  of  displaying 
the  phone  number  and  name  of  the  person  calling 
before  the  telephone  is  answered;  and 

Whereas,  physicians  frequently  communicate  with 
patients  in  on-call  situations  from  either  their  home  or 
their  private  office  numbers;  and 

Whereas,  it  is  not  inconceivable  that  a narcotics- 
seeking  patient  might  phone  through  the  answering 
service  to  an  on-call  physician  who  might  return  that 
patient's  call  only  to  have  his/her  private  phone 
number  forever  available  to  this  patient;  and 


Whereas,  many  people  pay  for  the  extra  privacy  of 
an  unlisted  and/or  non-published  number;  and 
Whereas,  the  Caller  ID  service  not  only  negates 
these  services  and  violates  the  privacy  of  those  who 
pay  for  them  but  also  enables  those  who  have  the 
Caller  ID  services  to  dial  a three-character  prefix  and 
recall  the  last  caller's  number;  and 

Whereas,  while  Ameritech  provides  each  customer 
with  the  option  of  dialing  a three-character  prefix  prior 
to  dialing  the  actual  telephone  number  which  then 
blocks  the  Caller  ID  function,  this  is  at  best  an  inconve- 
nience and,  in  cases  of  some  PBX  type  of  telephone 
systems  in  offices  or  hospitals,  is  not  possible;  and 
Whereas,  Indiana  is  one  of  only  a handful  of  states 
which  does  not  have  a provision  for  blocking  Caller  ID 
other  than  the  three-character  prefix;  and 

Whereas,  the  Eederal  Communications  Commis- 
sion has  recently  come  to  recognize  the  potential  for 
use  of  Caller  ID  by  an  abusive  spouse  to  track  down 
the  abused  spouse  or  to  at  least  have  an  easy  mecha- 
nism to  harass  the  abused  spouse;  therefore  be  it 

RESOLVED,  that  ISMA  contact  Ameritech  and  all 
other  telecommunications  companies  and  with  the 
force  of  its  membership  request  that  all  customers  be 
offered,  at  no  charge,  the  option  to  block  Caller  ID. 

RESOLUTION  95-36  Provider  representative 
Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  amended 


Whereas,  large  insurance  conglomerates  are 
purchasing  smaller  companies;  and 

Whereas,  this  is  resulting  in  a consolidation  of 
insurance  companies  who  then  have  the  ability  to 
control  large  segments  of  the  provider  market  by  virtue 
of  their  market  dominance;  and 

Whereas,  this  control  is  manifested  in  unreasonable 
requests  for  procedure  justification  as  well  as  routine 
denial  of  care  and  denial  of  claims;  and 

Whereas,  the  physician  is  entrusted  and  charged 
with  patient  care  responsibility  and  is  the  qualified 
patient  advocate;  and 

Whereas,  there  is  an  insulation  of  the  insurance 
i carriers  and  no  recourse  for  the  physician  and  his/her 
patient  in  these  instances;  and 

Whereas,  the  commissioner  of  insurance  of  the 
i state  of  Indiana  only  responds  to  patient  or  insurance 
' company  inquiries,  and  not  to  physician  concerns  as 


INDIANA  MEDICINE/January/February  1996 


L 


■ resolutions 


the  primary  care  giver,  about  denials  of  care; 
therefore  be  it 

RESOLVED,  That  the  ISMA  encourage  the  com- 
missioner of  insurance  of  the  state  of  Indiana  to  estab- 
lish and  fund  a provider  representative  within  that 
office  who  would  oversee  and  be  responsible  to 
providers  for  review  and  adjudication  of  unreasonable 
practices  by  insurers  including,  but  not  limited  to, 
unreasonable  requests  for  procedure  justification  and 
denials  of  care  or  claims. 

RESOLUTION  95-37  Injuries  from  fireworks 

Introduced  by:  Boone  County  Medical  Society 

Referred  to:  Reference  Committee  2 

Action:  Adopted  as  amended 

Whereas,  public  fireworks  displays  are  prepared 
and  executed  by  persons  trained  in  safe  methods;  and 
Whereas,  each  year  more  than  3,000  children  suffer 
eye  damages  from  fireworks.  The  typical  victim  is 
male,  age  13-15;  and 

Whereas,  bottle  rockets  cause  83%  of  eye  injuries. 
Bottle  rockets  can  shoot  in  erratic  and  unpredictable 
directions.  Other  rockets  can  be  even  more  dangerous. 
Smaller  bottle  rockets  can  be  propelled  at  35-75  mph. 
Large  ones  take  off  at  200  mph;  and 

Whereas,  class  C fireworks,  including  bottle 
rockets,  are  legal  in  30  states.  In  states  that  have  banned 
fireworks,  people  are  still  hurt  by  ''bootleg"  fireworks 
brought  from  other  states;  and 

Whereas,  only  a nationwide  prohibition  and  strict 
enforcement  will  reduce  the  tragic  toll;  and 

Whereas,  the  fireworks  lobby  is  interested  in 
legislation  to  liberalize  sales  of  fireworks  without  risk 
or  responsibility  for  fireworks  injuries;  and 

Whereas,  some  state  legislatures  have  established 
legislation  to  limit  fireworks  injuries;  therefore  be  it 
RESOLVED,  That  legislation  be  supported  to 
curtail  or  eliminate  sales  of  fireworks;  and  be  it  further 
RESOLVED,  That  the  ISMA  consider  a resolution 
to  submit  to  the  AMA  to  seek  similar  federal  legisla- 
tion; and  be  it  further 

RESOLVED,  That  the  ISMA  support,  through  any 
means  possible,  an  education  program  at  the  grade 
school  and  high  school  level,  that  addresses  the  dan- 
gers of  fireworks  and  especially  the  ocular  injuries 
caused  by  bottle  rockets. 


RESOLUTION  95-38 
Introduced  by: 


Referred  to: 
Action: 


Medicaid  reform  i 

Indiana  Chapter  of  the 
American  College  of  ' 

Emergency  Physicians  j 

Reference  Committee  4 j 

Adopted 


Whereas,  42  U.S.C.  1935dd  mandates  a medical 
screening  exam  for  all  patients  presenting  to  any 
emergency  department  requesting  care;  and 

Whereas,  the  screening  exam  must  also  avail  itself 
to  all  hospital  ancillary  services  including  lab  and  x- 
ray;  and 

Whereas,  Indiana's  Office  of  Medicaid  Policy  and 
Planning  has  established  a new  Risk  Based  Managed 
Care  program,  which  refuses  payment  for  emergency 
physicians  when  the  visit  is  deemed  "routine";  and 
Whereas,  these  policies  will  result  in  decreased 
access  to  emergency  departments  for  Medicaid  patients 
and  will  offer  no  reimbursement  mechanism  for 
emergency  physicians;  therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association  will  work  with  the  governor's  office  and 
the  Indiana  General  Assembly  to  ensure  access  to  the 
emergency  department  for  all  Medicaid  patients  and 
ensure  a mechanism  of  reimbursement  for  emergency 
physicians  for  all  patients  evaluated  in  the  emergency 
department. 


RESOLUTION  95-39 

Introduced  by: 


Referred  to: 
Action: 


Helmet  legislation 

Indiana  Chapter  American 
College  of  Emergency 
Physicians 

Reference  Committee  2 
Withdrawn  by  author 


Whereas,  Section  153  of  the  Intermodal  Surface 
Transportation  Efficiency  Act  of  1991  (ISTEA),  a 
program  created  several  years  ago  to  encourage  states 
to  enact  a safety  belt  and  all-rider  motorcycle  helmet 
use  law  that  is  unique  in  that  it  does  not  sanction 
states,  and  therefore  our  state  will  not  lose  a penny  of 
federal  funds;  and 

Whereas,  Section  153  is  a priority  of  the  health, 
safety  and  business  community  and  hundreds  of 
groups  representing  hundreds  of  thousands  of  Ameri- 
cans support  this  program  and  have  worked  for  its 
implementation;  and 

Whereas,  it  is  our  opinion  that  our  state's  resources 
would  be  better  spent  helping  our  own  state  comply 
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with  Section  153,  rather  than  attempting  to  undermine 
' this  program;  and 

Whereas,  in  a poll  conducted  by  The  Indianapolis 
Star,  over  70%  of  Hoosiers  support  a mandatory  helmet 
law;  and 

Whereas,  at  a time  when  everyone  is  concerned 
with  rising  health  care  costs,  a basic  injury  prevention 
program  that  will  help  lessen  the  burdens  of  our 
emergency  departments,  hospitals,  rehabilitation 
centers  and  welfare  programs  should  be  a priority;  and 

Whereas,  taxpayers  pick  up  much  of  the  bill  for 
people  who  are  injured  in  motor  vehicle  crashes  and 
pay  up  to  80%  of  the  cost  for  injured  motorcyclists;  and 

Vhxereas,  mandatory  safety  belt  and  helmet  use  is 
proven  to  prevent  injuries  and  deaths.  According  to 
NHTSA,  with  100%  motorcycle  helmet  use,  our  state 
would  have  saved  18  lives  and  $17.9  million  in  1992 
alone,  and  210  lives  and  $228.1  million  between  1984 
and  1994;  therefore  be  it 

RESOLVED,  That  the  state  of  Indiana  needs  an  all- 
rider motorcycle  helmet  use  law,  and  that  the  ISMA 
support  Section  153  and  seek  enactment  of  a new  state 
all-rider  motorcycle  helmet  law. 

RESOLUTION  95-40  Health  care  worker  violence 
Introduced  by:  Indiana  Chapter  of  the 

American  College  of 
Emergency  Physicians 
Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  violence  against  health  care  workers  has 
resulted  in  death  and  injury  of  emergency  personnel, 
including  three  physicians  in  1993  at  USC  Medical 
Center;  and 

Whereas,  such  incidents  of  violence  are  common 
(1992  survey  of  103  California  hospitals  found  that  58% 
of  respondents  reported  injuries  to  staff,  visitors  or 
other  patients  that  were  related  to  acts  of  violence,  and 
41%  of  the  time  the  weapon  was  a gun;  and  a 1991 
survey  of  emergency  nurses  found  that  67%  have 
reported  at  least  one  assault  during  their  careers); 
therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association  work  with  the  Indiana  State  Nurses 
Association  and  the  Indiana  Paramedics  Association  to 
support  legislation  calling  for  stiffer  criminal  penalties 
for  physical  assault  of  health  care  workers  in  the 
carrying  out  of  their  professional  duties;  and  be  it 
further 

V 


RESOLVED,  That  ISMA  support  educational 
efforts  on  the  prevention  of  assault  on  health  care 
workers. 

RESOLUTION  95-41  Poison  control  centers 

Introduced  by:  Indiana  Chapter  of  the 

American  College  of 
Emergency  Physicians 
Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  there  were  over  1.5  million  calls  to  Poison 
Control  Centers  in  1989  and  estimates  of  actual  poison- 
ings were  over  twice  that  amount;  and 

Whereas,  a majority  of  the  poisonings  reported 
were  in  children  under  the  age  of  five,  and  80-90%  of 
child  and  adult  poisonings  result  in  hospital  admis- 
sions; and 

Whereas,  Methodist  Hospital  of  Indianapolis  is 
currently  the  only  poison  control  center  operating  in 
Indiana  and  it  is  severely  financially  strained;  therefore 
be  it 

RESOLVED,  That  the  Indiana  State  Medical 
Association  support  the  concept  of  a statewide  poison 
control  system;  and  be  it  further 

RESOLVED,  That  the  ISMA  advocate  for  adequate 
state  funding  for  the  poison  control  center. 

RESOLUTION  95-42A  Electronic  filing 

Introduced  by:  Delaware-Blackford  County 

Medical  Society  and 
David  Dersch,  M.D. 

Referred  to:  Reference  Committee  4 

Action:  Adopted  substitute  Resolution 

95-42 A instead  of  95-42  and 
95-46 

Whereas,  medical  practice  parameters,  including 
reimbursement  procedures,  are  constantly  changing  to 
improve  the  quality  of  medical  care,  to  increase  the 
efficiency  of  third  party  reimbursements  and  to  keep 
from  unnecessarily  having  to  increase  the  costs  related 
to  these;  and 

Whereas,  Medicare  and  Medicaid  programs 
discriminate  by  requiring  special  consent  forms  for 
sterilization  and  hysterectomy  procedures  to  accom- 
pany reimbursement  requests  for  these  procedures; 
and 

Whereas,  this  requirement  makes  it  impossible  to 
file  electronically,  thereby  resulting  in  increased 
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inefficiency  and  increased  cost  to  process  reimburse- 
ments; and 

Whereas,  it  would  be  more  efficient  and  cost 
effective  if  all  patient  care  reimbursement,  whether  the 
patient  be  insured  by  Medicaid,  Medicare  or  private 
insurance  companies,  could  be  filed  electronically; 
therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  Health  and 
Human  Services  to  change  the  Medicare  and  Medicaid 
reimbursement  policy  for  patients  who  receive  hyster- 
ectomy or  sterilization  procedures  so  that  all  reim- 
bursements can  be  processed  electronically;  and  be  it 
further 

RESOLVED,  That  the  ISMA  work  with  Medicaid  to 
allow  physicians  to  use  the  HCEA  1500  form  for  all 
Medicaid  claims  so  they  can  file  electronically. 

RESOLUTION  95-43  Pre-authorization  consent 

forms 

Introduced  by:  Delaware-Blackford  County 

Medical  Society  and 
David  Dersch,  M.D. 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  amended 


Whereas,  A recent  congressional  study  revealed  i 
that  half  of  all  major  insurance  companies  are  known  * 
to  deny  health,  life  and  other  types  of  insurance  | 

coverage  to  victims  of  domestic  violence  and  abuse  . 
because  having  a history  of  abuse  makes  the  victims  a I 
bad  insurance  risk;  | 

Whereas,  The  fear  of  denial  of  insurance  coverage  ' 
may  discourage  victims  of  domestic  violence  and  abuse  | 
from  reporting  the  abuse  to  their  doctors  and  to  law  , 
enforcement  agencies;  and  .1 

Whereas,  At  least  16  states  now  prohibit  insurance  I 
discrimination  against  victims  of  domestic  violence 
and  abuse;  therefore  be  it  ,( 

RESOLVED,  That  ISMA  oppose  the  denial  of  j 

insurance  coverage  to  victims  of  domestic  violence  and  | 
abuse  and  seek  and  support  state  legislation  to  prohibit  | 
such  discrimination.  ^ 

Regulation  of  medicine  | 

Indiana  Roentgen  Society 
Michael  A.  Kinzer,  M.D.,  I 

President 

Reference  Committee  3 
Referred  to  Board  of  Trustees 


RESOLUTION  95-45 

Introduced  by: 


Referred  to: 
Action: 


Whereas,  consent  forms  are  necessary  for  the 
medical  records;  and 

Whereas,  Medicaid  requires  pre-authorization  by 
written  consent  to  the  state  agency;  and 

Whereas,  private  insurance  companies  pre-autho- 
rize  by  telephone  using  a confirmation  code  number; 
therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  Medicaid  to 
make  preauthorization  available  by  phone. 

RESOLUTION  95-44  Insurance  discrimination 

against  victims  of  domestic 
violence 

Introduced  by:  Indiana  Chapter,  American 

College  of  Emergency 
Physicians  and 
John  McGoff,  M.D. 

Referred  to:  Reference  Committee  3 

Action:  Adopted 

Whereas,  Domestic  violence  and  abuse  is  the  single 
most  common  cause  of  injury  to  women;  and 

Whereas,  The  lack  of  appropriate  resources  has 
resulted  in  inadequate  medical,  social  and  legal  ser- 
vices for  victims  of  domestic  violence  and  abuse;  and 


Whereas,  technological  forces  are  converging  to 
transform  telemedicine  into  a permanent,  useful  and 
affordable  tool  for  physicians  and  health  care  net- 
works, particularly  in  rural  and  underserved  areas;  and 
Whereas,  patients  are  entitled  to  receive  the  highest 
quality  of  medical  care  from  their  physicians,  no  matter 
if  that  care  is  rendered  face  to  face  or  via  telemedicine; 
and 

Whereas,  a physician  is  required  to  hold  an  Indiana 
license  in  order  to  practice  medicine  in  this  state  and 
telemedicine  involves  this  practice;  and 

Whereas,  the  state  of  Indiana  has  no  legal  mecha- 
nism by  which  to  regulate  non-resident  physicians  who 
are  practicing  telemedicine  on  patients  located  in 
Indiana;  and 

Whereas,  the  ability  of  the  state  to  discipline  such 
practitioners  is  both  necessary  and  desirable  for  the 
protection  of  the  citizens  of  this  state  and  for  the  public 
interest,  health,  welfare  and  safety;  therefore  be  it 
RESOLVED,  That  ISMA  support  legislation  to 
regulate  non-resident  physicians  who  practice 
telemedicine  on  patients  in  this  state. 

RESOLUTION  95-46  Use  of  HCEA  1500  form  by 
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Introduced  by: 


Referred  to: 
Action: 


Medicaid 

Delaware-Blackford  County 
Medical  Society  and 
David  Dersch,  M.D. 

Reference  Committee  4 
Adopted  substitute  Resolution 
95-42A  in  lieu  of  95-46 


Whereas,  Medicaid  agreed  to  the  use  of  the  HCFA 
form,  and  the  Medicaid  standards  for  information 
reporting  do  not  conform  to  the  HCFA  1500  form;  and 
Whereas,  it  is  impossible  to  record  data  electroni- 
cally using  the  information  reporting  form  that  Medic- 
aid requires,  thereby  increasing  processing  costs  and 
inefficiency;  therefore  be  it 

RESOLVED,  That  the  ISMA  work  with  Medicaid  to 
allow  physicians  to  use  the  HCFA  1500  form  for  all 
Medicaid  claims  so  they  can  file  electronically. 


RESOLUTION  95-47A 

Introduced  by: 


Referred  to: 
Action: 

i 


Young  Physician  Society 
Marc  Duerden,  M.D. 
Young  Physician  Ad-Hoc 
Committee 

Reference  Committee  4 
Adopted  substitute 
Resolution  95-47A 


I Whereas,  young  physician  organizations  have  been 
estabhshed  to  promote  involvement  of  aU  physicians 
. under  the  age  of  40  or  in  the  first  five  years  of  practice; 
and 

Whereas,  the  American  Medical  Association  has 
created  a Yoimg  Physician  Section  and  has  encouraged 
I all  state  societies  to  develop  similar  organizations;  and 
Whereas,  active  participation  of  the  membership  is 
crucial  to  the  success  of  the  Indiana  State  Medical 
Association  and  to  its  goals  to  enhance  the  leadership 
skills  of  its  members  and  to  increase  member  participa- 
tion from  different  segments  of  the  physician  popula- 
tion; and 

Whereas,  the  ISMA  has  created  an  ad  hoc  commit- 
tee to  evaluate  ways  to  better  serve  the  young  physi- 
cians in  Indiana;  therefore  be  it 

RESOLVED,  That  the  ISMA  create  a component 
society  of  at  least  50  new  ISMA  members  which  qualify 
as  young  physicians  under  40  years  of  age  and/or  in 
the  first  five  years  of  practice.  This  component  society 
will  have  one  vote  in  the  ISMA  House  of  Delegates. 

. RESOLUTION  95-48  Medical  liability  coverage  for 


jail  and  prison  physicians 

Introduced  by:  Daniel  H.  Cannon,  M.D.,  Floyd 

County 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  amended 

Whereas,  the  attorney  general's  office  has  indicated 
it  will  no  longer  provide  medical  liability  coverage  for 
independent  contractor  physicians  who  treat  inmates 
in  prisons  and  jails  in  Indiana;  and 

Whereas,  the  medical  liability  companies  in 
Indiana  have  stopped  writing  coverage  for  these 
physicians;  therefore  be  it 

RESOLVED,  That  the  ISMA  support  legislation 
that  will  address  civil  Hability  coverage  for  physicians 
who  provide  care  to  jail  and  prison  inmates. 

RESOLUTION  95-49  Tax-exempt  hospitals 

competing  against  tax-paying 
health  care  providers 

Introduced  by:  District  5 Medical  Society 

Referred  to:  Reference  Committee  3 

Action:  Referred  to  Board  of  Trustees 

for  study  and  report  back  to 
House  of  Delegates 


Whereas,  tax-exempt  hospitals  throughout  the 
state  of  Indiana  and  the  nation  are  competing  against 
tax-paying  health  care  providers  in  the  delivery  of  out- 
patient health  care  services;  and 

Whereas,  this  is  unfair  competition  with  the  tax- 
exempt  hospital  having  a 40-50%  tax  advantage  over 
the  tax-paying  provider;  and 

Whereas,  it  is  also  unfair  to  taxpayers  and  health 
care  consumers  since  tax-exempt  hospitals  could  better 
use  these  extra  funds  to  reduce  the  cost  of  health  care 
to  the  general  pubhc  instead  of  using  them  to  build 
unneeded  health  care  facilities  that  compete  directly 
against  private  practitioners  and  hospitals  who  do  pay 
taxes;  and 

Whereas,  the  day  is  long  gone  when  hospitals  were 
charitable  institutions  as  they  originally  were  at  their 
tax-free  inception  in  the  late  1800s  and  early  1900s, 
when  they  did  render  charitable  care,  but  now,  with 
the  inception  of  welfare  and  Medicaid,  private  insur- 
ance money  and  Medicare,  they  have  as  many  or  more 
financial  resources  as  any  health  care  provider  and  are 
no  longer  in  need  of  their  tax-exempt  status;  and 

Whereas,  they  are  abusing  their  tax-exempt  status 
by  using  these  county,  state  and  federal  moneys  to 
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build  ever  bigger  and  bigger  institutions,  and  to 
compete  more  and  more  with  those  who  provide  the 
tax  moneys  upon  which  they  depend;  therefore  be  it 
RESOLVED,  That  the  District  5 Medical  Society  go 
on  record  stating  that  they  think  every  tax  exempt 
hospital  in  the  state  of  Indiana  should  pay  state  income 
tax  and  county  tax;  and  be  it  further 

RESOLVED,  That  they  should  also  be  paying 
federal  income  tax  just  as  all  private  health  care  provid- 
ers do;  and  be  it  further 

RESOLVED,  That  the  state  of  Indiana  establish  a 
certificate  of  need  legislation  for  any  hospital  construc- 
tion, in-patient  or  out-patient. 


RESOLUTION  95-50 

Introduced  by: 
Referred  to: 

Action: 


ISMA/  Indiana  Hospital 
Association  joint  venture 

ISMA  Executive  Committee 
Reference  Committee  1 
Adopted  as  amended 


Whereas,  there  currently  exists  business  coalitions 
that  have  been  requesting  outcome,  utilization  and 
other  kinds  of  information  from  physicians  with 
increasing  influence;  and 

Whereas,  some  state  legislatures  have  mandated 
the  collection  of  such  information;  and 

Whereas,  the  Indiana  State  Department  of  Llealth  is 
piloting  a data  collection  project  and  will  serve  as  a 
future  source  for  some  community  health  status 
information  requested  by  purchasers  through  the 
Indiana  Health  Data  Center;  and 

Whereas,  the  American  Medical  Association  is 
aware  of  this  national  trend  to  collect  physician  specific 
data  and  has  created  guidelines  for  protecting  physi- 
cian and  patient  information  while  still  maintaining  the 
usefulness  of  such  information;  and 

Whereas,  the  future  of  collecting  health  data 
without  a state  mandate  is  unclear  and  may  soon  be 
out  of  the  hands  of  Indiana  physicians;  and 

Whereas,  the  Indiana  State  Medical  Association  is 
currently  in  the  position  to  influence  and  control  the 
flow  of  health  data  on  behalf  of  Indiana  physicians  if 
given  the  ability  to  do  so  during  this  small  window  of 
opportunity;  and 

Whereas,  the  Indiana  State  Medical  Association 
should  work  for  the  best  interests  of  Indiana  physicians 
in  the  collection  of  health  data;  therefore  be  it 
RESOLVED,  That  the  Indiana  State  Medical 
Association  work  jointly  with  the  Indiana  Hospital 
Association  in  order  to  educate  Indiana  physicians  and 


to  create  the  means  to  collect  health  data;  and  be  it 
further 

RESOLVED,  That  the  Indiana  State  Medical 
Association  demand  that  the  information  be  accurate 
and  reliable  prior  to  any  dissemination  of  information; 
and  be  it  further 

RESOLVED,  That  the  ISMA  House  of  Delegates 
approve  the  funds  to  participate  in  this  project  with  the 
Indiana  Hospital  Association  for  the  betterment  of 
Indiana  physicians  and  the  medical  profession;  and  be 
it  further 

RESOLVED,  That  individual  physicians  have  the 
opportunity  to  respond  to  data  indicating  that  he  or 
she  is  an  outlier  prior  to  release  of  this  data  to  the 
public. 


RESOLUTION  95-51 

Introduced  by: 

Referred  to: 

Action: 


Medical  license  fees 

Douglas  W.  Morrell,  M.D., 
Rushville 

Reference  Committee  3 
Adopted  as  amended 


Whereas,  the  Indiana  Medical  Licensing  Board  has 
limited  resources  to  investigate  medical  liability,  fraud 
and  abuse  cases;  and 

Whereas,  a strong  and  informed  Indiana  Medical 
Licensing  Board  would  be  of  great  benefit  to  both  the 
medical  community  as  well  as  the  public  at  large; 
therefore  be  it 

RESOLVED,  That  the  medical  license  fees  paid  by 
all  physicians  be  put  in  a dedicated  fund  for  the 
exclusive  use  of  the  Medical  Licensing  Board  so  it  will 
have  adequate  funds  to  perform  its  mission  of  protect- 
ing the  public. 


RESOLUTION  95-52 
Introduced  by: 

Referred  to: 

Action: 


Block  grants 

Timothy  N.  Brown,  M.D., 
Crawfordsville 
Reference  Committee  1 
Adopted 


Whereas,  Congress  is  considering  restructuring  the 
Medicaid  program  to  include  payments  to  the  states  in 
the  form  of  block  grants;  and 

Whereas,  physicians  should  provide  input  on  the 
implementation  of  the  block  grants;  therefore  be  it 
RESOLVED,  That  the  ISMA  seek  as  public  policy  a 
partnership  with  physicians,  public  health  officials, 
employers  and  state  government  to  work  on  block 
grants  for  the  care  of  the  citizens  of  the  state  of  Indiana; 
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and  therefore  be  it  further 

RESOLVED,  That  the  partnership  also  work  to 
identify  outcomes  measures  and  establish  reporting 
mechanisms  for  identifying  benchmarks  for  attaining 
optimal  patient  health  outcomes;  and  therefore  be  it 
further 

RESOLVED,  That  incentive  programs  be  estab- 
lished to  encourage  providers  to  achieve  the  bench- 
marks. 

RESOLUTION  95-53  Resolution  of  appreciation  to 

honor  J.  William  Wright  II, 
M.D. 

Whereas,  Dr.  J.  William  Wright's  insight  and 
leadership  in  assisting  the  ISMA's  legislative  effort  to 
enact  the  Indiana  Medical  Malpractice  Act  resulted  in 
landmark  tort  reform  that  went  into  law  in  April  1975 
and  has  lasted  for  two  decades;  and 

Whereas,  Dr.  Wright  has  provided  ongoing  finan- 
cial contributions  and  his  personal  efforts  to  preserve 
INCAP;  and 

Whereas,  all  Indiana  physicians  have  experienced 
the  loss  of  a physician  leader  and  grassroots  organizer 
whose  efforts  have  benefited  aU  patients  in  Indiana; 
therefore  be  it 

RESOLVED,  That  this  1995 ISMA  House  of  Del- 
egates pubhcly  acknowledge  their  grateful  apprecia- 
tion for  the  extensive  contributions  of  J.  William 
Wright  II,  M.D.,  which  continue  to  provide  benefit  to 
all  Indiana  physicians  and  their  patients. 

RESOLUTION  95-54  Resolution  of  appreciation  to 

honor  Walter  J.  Daly,  M.D. 

Walter  J.  Daly,  M.D.,  is  a Hoosier  from  Delaware 
County  that  has  served  his  state  with  distinction, 
perseverance  and  prudence. 

He  attended  Indiana  University  at  Bloomington 
and  was  a physiology  assistant  to  Paul  Harmon, 
professor  and  chairman  of  the  department.  He  gradu- 
ated at  the  top  of  his  class  from  Indiana  University 


School  of  Medicine  in  1955.  He  served  an  internship 
and  residency  in  internal  medicine  at  Long  Hospital, 
and  the  Indiana  University  Medical  Center  in  1955, 
1956, 1957,  and  1959-60.  He  was  a special  post-doctoral 
fellow  in  pulmonary  medicine  from  1960-62  with  John 
Hickam,  M.D.,  and  was  a captain  in  the  U.S.  Army 
from  1957-1959. 

For  13  years  prior  to  assuming  the  deanship,  he 
was  the  James  O.  Ritchy  Professor  and  chairman  of  the 
department  of  internal  medicine.  He  served  on  the 
AMA  residency  review  committee  and  the  liaison 
committee  with  internal  medicine.  On  Walter's  watch 
as  dean  from  1983-1995,  the  school  sustained  and 
gained  international  leadership  in  education,  research 
and  service. 

Walter  Daly's  understanding,  candor  and  commit- 
ment have  benefited  each  of  us  and  people  worldwide. 
For  all  of  this,  the  members  of  the  ISMA  express  their 
thanks  and  best  wishes  for  his  continued  commitment 
to  excellence. 

RESOLUTION  95-55  Resolution  of  appreciation  for 

Marvin  E.  Priddy,  M.D. 

Whereas,  Marvin  E.  Priddy  has  faithfully  and 
energetically  served  his  profession  at  the  national  level 
as  a delegate  to  the  AMA  for  over  20  years;  and 

Whereas,  Marvin  E.  Priddy,  for  10  of  those  years, 
was  elected  by  his  fellow  Hoosier  delegates  to  the 
honorable  and  responsible  position  as  chairman  of  the 
Indiana  delegation;  and 

Whereas,  Marvin  E.  Priddy  has  now  found  it 
necessary  to  retire  from  his  position  on  the  AMA 
delegation;  therefore  be  it 

RESOLVED,  That  this  ISMA  House  of  Delegates 
now  assembled  express  its  sincere  appreciation  for  all 
of  his  efforts  in  the  promotion  and  defense  of  the 
profession;  and  be  it  further 

RESOLVED,  That  this  resolution  be  presented  to 
the  AMA  House  of  Delegates  for  their  consideration.  □ 


INDIANA  MEDICINE/January/February  1996 


61 


ISMA 


Dolores  G.  Adeva,  M.D.,  Indianapolis 
Joseph  E.  Alfanto,  M.D.,  Chicago 
Robert  K.  Allen,  M.D.,  Indianapolis 
Joseph  W.  Begley,  M.D.,  Evansville 
George  H.  Belshaw,  M.D., 

Bozeman,  Mont. 

Edward  J.  Berman,  M.D.,  Naples,  Fla. 
Donald  P.  Bixler,  M.D.,  Anderson 
Crist  A.  Blassaras,  M.D.,  Anderson 
Peter  A.  Blichert,  M.D.,  Fort  Wayne 
James  Bopp,  M.D.,  Terre  Haute 
Harvey  J.  Brechtl,  M.D.,  Mishawaka 
Robert  E.  Bryan,  M.D.,  Kendallville 
George  M.  Buehler,  M.D.,  Borden 
Milton  A.  Butts,  M.D.,  South  Bend 
Daniel  H.  Caimon,  M.D.,  New  Albany 
Henry  W.  Conrad,  M.D., 

Hamilton,  Mo. 

Stanton  E.  Cope,  M.D.,  Clearwater,  Fla. 
Reuben  A.  Craig,  M.D.,  Naples,  Fla. 
Theodore  R.  Crawford,  M.D., 
Noblesville 

William  H.  Davis,  M.D., 

Crawfordsville 

Frank  C.  Donaldson,  M.D.,  Anderson 
Edward  G.  Dovey,  M.D.,  Summerlan 
Key,  Fla. 

Marion  C.  Drake,  M.D.,  Elwood 
Richard  W.  Dyke,  M.D.,  Indianapolis 
Martin  E.  Feferman,  M.D.,  South  Bend 
James  O.  Futterknecht,  M.D.,  Elkhart 
Tierry  F.  Garcia,  M.D.,  Indianapolis 
Robert  W.  Gilmore,  M.D., 

Michigan  City 


Fifty  Year  Club 


Tk.  Indiana  State  Medical  Association  honors  82  physicians  this  year  I 
in  reco^ition  of  their  50  years  of  service  as  loyal  and  devoted  practitioners  | 
of  medicine.  These  new  members  of  the  Fifty  Year  Club  will  join  the  roster  , 
of  other  distinguished  Hoosier  physicians  inducted  into  the  Fifty  Year  Club  | 
since  its  inception  in  1948.  j 

The  ISMA  wishes  to  formally  acknowledge  the  following  physicians  for  i 
their  unselfish  service  to  their  patients  and  profession:  I 


Russell  E.  Graf,  M.D.,  Bowling 
Green,  Ky. 

Jack  C.  Greisen,  M.D.,  Hammond 
Harold  R.  Griffith,  M.D.,  La  Jolla,  Calif. 
James  R.  Guthrie,  M.D.,  Richmond 
John  J.  Hartman,  M.D.,  Angola 
Eugene  L.  Hendershot,  M.D., 
Evansville 

Ray  A.  Herm,  M.D.,  Greenfield 
Harland  V.  Hippensteel,  M.D.,  Auburn 
Paul  R.  Honan,  M.D.,  Lebanon 
James  E.  Hull,  M.D.,  Lafayette 
Harry  L.  Hunter,  M.D.,  Bethesda,  Md. 
John  H.  Ivy,  M.D.,  Elkhart 
John  F.  Jackson,  M.D.,  Kewadin,  Mich. 
Allen  W.  Jones,  M.D.,  Indianapolis 
Donald  M.  Kerr,  M.D.,  Bedford 
Harold  King,  M.D.,  Indianapolis 
Paul  J.  Kirkhoff,  M.D.,  Indianapolis 
Bernard  I.  Levatin,  M.D.,  Sarasota,  Fla. 
Charles  K.  Liddell,  M.D., 

Michigan  City 

Frank  P.  Lloyd  Sr.,  M.D.,  Indianapolis 
Alfonso  E.  Lopez,  M.D.,  Portland 
James  R.  Mackenzie,  M.D.,  Indianapo- 
lis 

Rodolfo  M.  Madlang,  M.D.,  Beverly 
Hills,  Calif. 

William  M.  Matthews,  M.D.,  Culver 
Bruce  A.  McArt,  M.D.,  Elkhart 
Bobby  L.  Moss,  M.D.,  Indianapolis 
Joseph  F.  Murphy,  M.D.,  Lansing,  111. 
Robert  F.  Nagan,  M.D.,  Indianapolis 
Charles  A.  Novy,  M.D.,  Garrett 


E.  Camille  Parker,  M.D.,  Logansport  j 

Eudell  G.  Paul,  M.D.,  Ely,  Minn.  i| 

Stephen  R.  Phelps,  M.D.,  South  Bend  ij 
George  C.  Poolitsan,  M.D., 

Bloomington  | 

Bernard  F.  Poracky,  M.D.,  Portage  | 

Shirley  G.  Price,  M.D.,  Elberfeld 
Edsel  S.  Reed,  M.D.,  Jeffersonville  i 

Ordonio  J.  Reyes,  M.D.,  Carmel 
Donald  L.  Rogers,  M.D.,  Indianapolis 
Joel  W.  Salon,  M.D.,  Fort  Wayne  ! 

John  R.  Scott,  M.D.,  Indianapolis 
W.  Courtney  Seagle,  M.D., 

Bloomington 

Francis  M.  Sellers,  M.D.,  South  Bend 
Charles  F.  Smith,  M.D.,  Kokomo 
Sanford  C.  Snyderman,  M.D., 

Fort  Wayne 

Chen  T.  Sun,  M.D.,  Hebron 
James  A.  Taylor,  M.D., 

Scottsdale,  Ariz. 

Charles  J.  VanTassel,  M.D.,  Carmel 
Tom  W.  Wachob,  M.D.,  Kokomo 
Edwin  M.  Walker,  M.D.,  South  Bend 
Jack  D.  Whitaker,  M.D.,  Anderson 
Edward  F.  Wierzalis,  M.D.,  ! 

Raleigh,  N.C.  ! 

Gilbert  M.  Wilhelmus,  M.D., 

Evansville 

William  M.  Woodward,  M.D., 

Westville  ! 

William  H.  Zimmerman,  M.D., 

Elkhart  □ 

J 
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A service  created  for  members  of  the 
Indiana  State  Medical  Association. 


As  a physician  and  an  important  part  of 
the  community,  you  are  faced  with  many 
challenges  in  the  current  health  care 
marketplace. 

The  business  of  medicine  and  the  practice 
of  medicine  are  two  challenging  tasks  that 
physicians  must  undertake. 

Without  the  right  information,  even  the 
most  minor  decisions  made  can  have 
disastrous  results. 


Maintain  control! 
Get  a Second  Opinion! 


Receive  advice  at  no  charge! 

Call  the  ISMA! 

All  inquiries  will  be  kept  confidential. 


Staying  competitive  in  the  health 
care  market  is  no  longer  an  option, 
...it’s  a necessity! 

ISMA  Second  Opinion  can 
assist  you  by  giving  you  timely 
legal  and  financial  advise. 

Financial  and  legal  professionals  from 
selected  firms  have  made  their  services 
available  to  all  ISMA  members  in  order  to 
assist  physicians  in  deciding  on  a course 
ofaction. 

To  participate  in  the  ISMA  Second 
Opinion  program  and  receive  a referral, 
call  Tim  Brent  at  the  ISMA:  (317)  261- 
2060  or  1-800-257-4762. 


Consulting  firms  in  the  ISMA  Second 
Opinion  program: 

Accounting/Health  Care 

• Blue  & Co.,  LLC 

• Heaton  & Eadie 

Law 

• Hall,  Render,  Killian,  Heath  & 
Lyman,  PC 

• Krieg,  DeVault,  Alexander  & 
Capehart 

ISMA  members  are  not  charged  for  the 
initial  phone  calls  to  the  ISMA  or  the 
consultants. 


j 
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scientific  contribution 


Sleeping  position  and  sudden 
infant  death  syndrome: 

A review  of  the  literature  and  the  implications 
for  infants  in  the  United  States 


Catherine  M.  Bradshaw,  M.D. 
Chicago,  111. 
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TT he  incidence  of  sudden 
infant  death  syndrome  (SIDS)  in 
the  United  States  is  approximately 
1.3  per  1,000  live  births  and  has 
remained  essentially  unchanged  in 
the  past  decade,  despite  an  overall 
decrease  in  infant  mortality.  The 
incidence  of  SIDS  in  other  parts  of 
the  developed  world  had  also 
remained  constant  until  recently 
when  several  countries  began 
adopting  the  supine  or  lateral 
sleeping  position  for  their  infants.^ 
A number  of  studies  from  various 
countries  have  suggested  a causal 
relationship  between  the  prone 
sleeping  position  and  SIDS.  Many 
believe  that  advocating  the  non- 
prone  sleeping  position  for  healthy 
infants  is  a simple  and  effective 
way  of  saving  the  lives  of  at  least  a 
small  number  of  infants.  In  1992, 
the  American  Academy  of  Pediat- 
rics officially  recommended  that 
healthy  infants,  excluding  those 
with  gastroesophageal  reflux  and 
those  with  certain  upper  airway 
anomalies,  be  put  down  to  sleep 
on  their  sides  or  backs. However, 
the  studies  upon  which  this 
recommendation  is  based  were 
conducted  in  countries  whose 
infant  care  practices  differ  from 
those  in  the  United  States,  and 
there  is  some  question  of  whether 


the  findings  of  these  studies  will 
be  transferable  to  the  United 
States.  Because  of  this  question,  the 
AAP  recommendation  has  been 
criticized  by  those  expressing 
concern  over  the  possible  negative 
effects  such  a recommendation 
may  have.  The  purpose  of  this 
paper,  therefore,  is  to  examine  the 
available  evidence  supporting 
such  a recommendation,  discuss 
the  applicability  of  these  findings 
to  infant  care  practices  in  the 
United  States  and  determine 
whether  the  beneficial  effect  of 
avoiding  the  prone  position  is 
likely  to  outweigh  the  possible 
harmful  effects. 

Epidemiological  studies 

One  of  the  first  suggestions  that 
the  prone  position  might  be 
associated  with  an  increased  risk 
of  SIDS  was  the  observation  that 
the  incidence  of  SIDS  is  extremely 
low  in  Hong  Kong,  where  nearly 
all  babies  are  put  to  sleep 
swaddled  in  the  supine  position. 
The  rate  in  Hong  Kong  is  0.04  per 
1,000  live  births  versus  two  to 
three  per  1,000  in  Western  coun- 
tries.^ Some  postulated  that  this 
phenomenon  may  be  attributable 
to  the  fact  that,  due  to  crowded 
living  conditions,  babies  in  Hong 
Kong  are  hardly  ever  left  alone.^ 
Still,  this  finding  has  prompted 
others  to  investigate  further  the 
relationship  of  the  prone  sleeping 


position  to  SIDS. 

Retrospective  studies 

Several  retrospective  case-control 
studies  from  Tasmania,  England, 
New  Zealand,  the  Netherlands 
and  Hong  Kong,  among  others, 
have  shown  a significant  associa- 
tion between  the  prone  sleeping 
position  and  SIDS.  A few  of  these 
studies  are  recounted  here. 

Tasmania  - A 1980-1986  study  j 
in  Tasmania  of  167  cases  of  SIDS 
compared  with  334  controls 
showed  59%  of  cases  sleeping 
prone  versus  43%  of  controls,  a 
relative  risk  of  1.9  for  the  prone 
versus  the  lateral  position.  This 
relative  risk,  as  will  be  discussed 
later,  is  lower  than  that  found  by 
later  studies  comparing  the  prone 
to  the  supine  position.  Very  few 
babies  in  this  group  slept  supine, 
so  the  risk  for  supine  sleeping 
could  not  be  calculated.  Controls 
in  this  study  were  matched  for  age, 
hospital  of  birth,  season  of  birth 
and  sex.^  A 1989-1991  study  in 
Tasmania  showed  the  unadjusted 
odds  ratio  for  "usually"  sleeping 
prone  to  be  5.04.  After  adjusting 
for  maternal  age  and  birth  weight, 
the  odds  ratio  was  13.91.  Breast- 
feeding and  sex  were  found  not  to 
be  confounders  of  this  relation- 
ship.^ 

England  --  A 1990  study  from 
the  English  counties  of  Avon  and 
Somerset  looked  at  67  cases  of 
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SIDS  and  134  controls  matched  for 
: age,  date  and  neighborhood  and 
: found  a relative  risk  of  8.8  for  "put 
to  sleep  prone"  versus  put  to  sleep 
on  the  side  or  back.^ 

; New  Zealand  ~ The  incidence 
I of  SIDS  in  New  Zealand  in  1986=87 
was  7.3  per  1,000,  one  of  the 
highest  in  the  world.  In  a 1986-87 
study  of  SIDS  in  southern  New 
Zealand,  81%  of  49  cases  were 
found  prone,  compared  to  a 
general  prevalence  of  prone 
sleeping  estimated  to  be  49%. 
Seventy-nine  percent  of  the  SIDS 
babies  found  prone,  or  71%  of  all 
cases,  were  found  with  their  faces 
down  or  their  heads  covered  with 
bedding.^  A 1991  study  in  New 
Zealand  of  128  cases  and  503 
controls  showed  an  unadjusted 
odds  ratio  of  5.74  for  "last  placed" 
prone  and  a population  attribut- 
able risk  of  52.1%  after  controlling 
for  breast-feeding  and  maternal 
smoking.  The  controls  for  this 
study  were  randomly  selected 
from  all  births  and  matched  for 
age  distribution  only.® 

The  Netherlands  - A 1989 
study  from  the  Netherlands  of 
SIDS  cases  involving  primarily 
normal  birth  weight  infants 
showed  a relative  risk  of  9.3  for 
"usually  placed  prone"  and  4.9  for 
"last  placed  prone,"  after  correc- 
tion for  prematurity,  age,  socioeco- 
nomic status  and  local  traditions. 
The  relative  risks  were  reportedly 
lower  before  correction  for  these 
variables.^ 

Hong  Kong  - A small  1986-87 
study  in  Hong  Kong  of  16  cases 
and  32  controls  matched  for  sex 
and  age  showed  44%  of  cases 
versus  7%  of  controls  with  prone 
as  the  "usual"  sleeping  position, 
giving  an  odds  ratio  of  11.67. 

There  was  no  difference  between 
cases  and  controls  with  regards  to 
maternal  smoking,  socioeconomic 
status,  birth  weight,  gestational 
age,  sleeping  with  parents  or 


sleeping  in  parents'  room.  The 
incidence  of  SIDS  was  0.3  per 
1,000.  This  was  higher  than  the 
0.04  per  1,000  reported  previously, 
probably  due  to  a change  in 
diagnostic  criteria. 

Several  factors  must  be  taken 
into  consideration  when  interpret- 
ing these  case-control  studies.  The 
studies  differ  slightly  in  the  age 
ranges  that  they  allowed  for  SIDS 
cases,  with  a low-cutoff  age 
ranging  from  birth  to  one  month 
and  a high-cutoff  age  ranging  from 
40  weeks  to  one  year,  but  this 
variation  does  not  detract  from  the 
strength  of  the  studies  taken  as  a 
whole. 

Another  consideration  is  that 
since  common  health  care  practices 
may  be  taught  to  all  parents  at  a 
given  hospital  or  shared  by  all 
parents  in  a local  community, 
selecting  controls  from  the  same 
hospital  or  the  same  neighborhood 
would  decrease  the  likelihood  of 
detecting  a statistically  significant 
difference  between  infants  with 
different  sleeping  habits,  thus 
minimizing  the  degree  of  associa- 
tion found.  There  are  a few  other 
difficulties,  however,  that  have 
caused  some  to  question  the  actual 
conclusions  of  the  studies  and 
therefore  must  be  addressed. 

These  are:  1)  recall  bias;  2)  varia- 
tion in  the  means  of  identifying 
sleeping  position;  and  3)  inconsis- 
tency in  the  degree  of  adjustment 
for  potential  confounders. 

Recall  bias  - There  was  some 
question  of  whether  recall  bias 
may  have  influenced  the  results  of 
these  case-control  studies.  Before 
1991  or  so,  parents  would  not  have 
known  that  the  prone  position  was 
a risk  factor  for  SIDS  and  therefore 
would  not  have  been  biased  to 
underreport  or  overreport.^^ 
However,  parental  reports  of 
"position  found"  may  be  biased  by 
the  questioner,  and  parents  may  be 
influenced  by  traditional  advice 


recommending  the  prone  posi- 
tion.^^  Others  hypothesized  that  a 
child's  death  may  cause  parents  to 
report  events  that  would  be 
forgotten  or  unreported  by  parents 
of  healthy  children,  so  that  differ- 
ences in  the  accuracy  of  recall  and 
of  reporting  would  increase  the 
chance  that  harmless  events 
become  identified  as  risk  factors 
for  a disease.  To  investigate  this, 
parents  of  SIDS  cases  and  of 
controls  were  interviewed,  and  the 
reported  data  were  compared  to 
actual  data  from  the  medical 
record.  Results  showed  no  differ- 
ence in  the  tendency  of  either 
group  to  over-  or  under-report  any 
of  several  conditions  associated 
with  SIDS  and  strongly  refuted  the 
idea  that  recall  bias  could  account 
for  the  association  between  prone 
position  and  SIDS.^® 

Identification  of  sleeping 
position  - Sleeping  position  in 
each  of  these  studies  was  identi- 
fied in  one  or  all  of  three  ways:  1) 
by  the  usual  sleeping  position;  2) 
by  the  position  in  which  the  infant 
was  last  placed;  and  3)  by  the 
position  in  which  the  infant  was 
found  dead.  Only  studies  report- 
ing "usual"  position  consistently 
define  the  sleeping  position 
similarly  for  both  cases  and 
controls. Studies  utilizing  the  last 
two  means  identify  the  sleeping 
position  of  controls  by  either:  1) 
the  usual  position;  2)  the  position 
in  which  the  infant  was  placed  for 
its  previous  sleep;  or  3)  the  posi- 
tion in  which  the  infant  was  found 
at  an  assigned  time  of  day.  Only 
methods  (2)  and  (3)  provide  a 
comparable  means  of  defining 
sleeping  position  for  both  cases 
and  controls.  One  early  study  done 
in  Northern  Ireland  in  1970  found 
no  significant  difference  between 
the  usual  sleeping  position  re- 
ported by  parents  and  the  position 
in  which  infants  were  found 
dead.^®  However,  in  one  Tasma- 
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nian  study,  the  usual  sleeping 
position  corresponded  to  the 
position  found  in  96%  of  controls 
but  only  74%  of  cases,  so  it  is  even 
possible  that  the  infants  who  died 
did  not  actually  die  in  the  position 
assigned  to  them7^  Beal  and  Finch 
found  that  odds  ratios  were  larger, 
in  general,  for  studies  based  on 
position  found  or  position  last 
placed,''^  so  those  considering 
usual  position  may  tend  to  under- 
estimate the  real  risk7^  The  differ- 
ence, if  any,  between  the  various 
ways  of  recording  sleeping  posi- 
tion may  account  in  part  for  the 
wide  discrepancy  in  odds  ratios 
and  relative  risks  reported  by  the 
various  studies.  To  avoid  this 
uncertainty,  the  AAP,  in  making 
its  recommendation  against  the 
prone  sleeping  position,  chose  to 
consider  only  those  studies  based 
on  usual  sleeping  position.^^ 

Adjustment  for  confounders  - 
One  must  consider  whether  one  or 
several  confounding  variables  are 
creating  an  apparent  association 
between  the  prone  position  and 
SIDS  that  is  not  real.  Maternal 
smoking,  lack  of  breast-feeding, 
gestational  age,  birth  weight, 
socioeconomic  status,  ethnicity 
and  sex  are  known  risk  factors  for 
SIDS  and  therefore  potential 
confounders.  In  at  least  two 
studies,  correction  for  some  of 
these  variables  actually  increased 
the  association  rather  than  dimin- 
ishing it.^'^^  Nonetheless,  there  is 
still  the  possibility  that  prone 
sleeping  is  not  in  itself  a risk  factor 
but  is  actually  a marker  for  some 
other  risk  factor  that  is  as  yet 
unknown.^®  For  example,  there 
may  be  an  unknown  condition  that 
predisposes  a baby  to  SIDS  and 
also  causes  the  baby  to  prefer  to 
sleep  in  the  prone  position.  This 
question  bears  consideration  and 
demands  that  one  consider  the 
plausibility  of  the 


pathophysiologic  mechanisms  that 
explain  how  the  prone  position 
may  predispose  an  infant  to 
sudden  death.  These  mechanisms 
will  be  discussed  later  in  this 
article. 

In  order  to  derive  a useable 
synthesis  of  the  variety  of  studies 
that  had  been  done,  Beal  and  Finch 
performed  a logit  estimate  of 
common  odds  ratio  using  all 
studies  up  to  July  1991  whose 
controls  were  broadly  representa- 
tive of  the  population  from  which 
cases  were  selected  and  for  which 
"usual  sleeping  position"  was 
available,  including  studies  from 
Tasmania,  New  Zealand,  Europe 
and  Hong  Kong,  among  others. 

The  calculated  common  odds  ratio 
was  2.72  (95%  Cl  [2.27-326])?^  It 
has  also  been  noted  that  no 
published  report  has  suggested  a 
decreased  incidence  of  SIDS 
associated  with  the  prone  posi- 
tion.^® Some  still  raise  the  concern 
that  the  prone  position  itself  is  not 
a cause  of  SIDS  but  rather  the 
factors  that  determine  whether 
parents  place  their  baby  prone  are 
themselves  causes  of  SIDS.  Only  a 
prospective  randomized  trial  could 
completely  remove  this  doubt,  but 
at  this  point  in  our  knowledge, 
such  a trial  would  probably  be 
unethical. 

Prospective  studies 

A prospective  cohort  study  has 
been  done  in  Tasmania  that 
supports  the  conclusions  sug- 
gested by  the  numerous  retrospec- 
tive, case-control  studies.  This 
study  followed  a large  cohort  of 
infants  judged  to  be  at  high  risk  for 
SIDS  (based  on  a number  of 
criteria  including  maternal  age, 
birth  weight,  season  of  birth,  sex, 
duration  of  second  stage  of  labor 
and  breastfeeding),  which  com- 
prised approximately  one-fifth  of 
all  births  over  that  period  of  time. 


The  incidence  of  SIDS  among  the 
cohort  was  7.4  per  1,000  for  the 
cohort  compared  to  3.5  per  1,000 
for  the  general  population.^  After 
controlling  for  birth  weight  and 
maternal  age,  the  odds  ratio  for  the 
prone  position  as  the  "usual" 
sleeping  position  was  3.92  (95%  Cl 
[1.37-11.24]).  The  population 
attributable  risk  for  the  prone 
position  was  66%  for  exposed 
infants  in  the  cohort  and  38%  for 
the  entire  cohort. Although  the 
applicability  to  the  general  popula- 
tion of  this  study  limited  to  high- 
risk  infants  is  uncertain,  the  fact 
that  the  association  derived  from 
prospective  data  was  similar  to 
that  found  in  the  same  population 
using  retrospective  data  adds 
weight  to  the  conclusions  drawn 
by  the  retrospective  studies. 

Interventional  studies 

In  addition  to  case-control  studies 
and  one  prospective  study,  there 
are  also  several  interventional 
studies  from  the  Netherlands, 
England,  South  Australia  and  New 
Zealand,  among  others,  that 
strongly  support  the  association 
between  the  prone  sleeping 
position  and  SIDS. 

The  Netherlands  - In  the 
Netherlands,  the  non-prone 
position  for  babies  was  officially 
recommended  in  the  fall  of  1987. 
The  incidence  of  SIDS  at  that  time 
was  1-1.5  per  1,000.  Prevalence  of 
the  prone  position  fell  from  55%  to 
65%  in  1987  to  15%  in  1990,  and  by 
1988  the  incidence  of  SIDS  had 
fallen  by  37%.  This  was  the  first 
major  drop  in  the  incidence  of 
SIDS  ever  reported  in  the  Western 
world.  There  were  no  reciprocal 
increases  in  related  causes  of 
death.  Whether  there  were 
changes  in  the  prevalence  of  other 
risk  factors  is  not  known  except 
that  the  prevalence  of  maternal 
smoking  fell  from  58%  in  1975  to 
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Frank  Ramsey,  M.D.,  Writing  Award  winner  to 


CZatherine  M.  Bradshaw, 
M.D.,  a family  practice  resi- 
dent at  Cook  County  Hospital 
in  Chicago,  is  the  1995  recipi- 
ent of  the  Frank  B.  Ramsey, 
M.D.,  Medical  Writing  Award. 
Her  paper,  titled  "Sleeping 
position  and  sudden  infant 
death  syndrome:  A review  of 
the  literature  and  the  imphca- 
tions  for  infants  in  the  United 
States,"  is  pubhshed  here. 

The  award  honors  the 
memory  of  Frank  B.  Ramsey, 
M.D.,  who  ser\^ed  as  editor  of 
Indiana  Medicine  for  41  years 
and  was  editor  emeritus  at  the 
time  of  his  death  in  1993.  This 
award,  first  given  in  1994,  is 
presented  annually  to  a 
student  from  the  Indiana 

V 


University  School  of  Medicine.  The 
editorial  board  of  Indiana  Medicine, 
m association  with  the  dean's 
office  at  the  Indiana  University 
School  of  Medicine,  selects  an 
outstanding  medical  or  scientific 
paper  written  by  a student.  The 
wirming  paper  is  published  in 
Indiana  Medicine,  and  the  author 
receives  $500. 

Dr.  Bradshaw,  a native  of 
Indianapolis,  earned  her  bachelor's 
degree  at  the  University  of  Notre 
Dame.  While  attending  the  lU 
School  of  Medicine,  she  received 
several  honors,  including  the 
Marcus  Ravdin  Medal  for  the 
highest  scholastic  achievement  in 
her  graduating  class,  the  John  H. 
Edwards  Fellowship,  the  Distin- 
guished Student/ AMA  Scholar- 
ship and  the  Department  of  Family 


on  SIDS 


Dr.  Bradshaw 


Medicine  Award.  She  graduated 
from  the  lU  School  of  Medicine  in 
1995.  □ 

J 


35%  in  19893' 

England  - In  Avon  County, 
England,  a public  campaign  to 
promote  the  non-prone  position 
resulted  in  a change  in  the  preva- 
lence of  the  prone  position  from 
’ 58%  in  1987-89  to  28%  in  1990-91. 
The  incidence  of  SIDS  in  1987-89 
was  3.5  per  1,000.  Based  on  the 
previously-calculated  relative  risk 
for  the  prone  position,  the  rate  was 
■ predicted  to  fall  to  2.0  per  1,000 
and  actually  fell  to  1.7  per  1,000.^ 
Australia  - In  South  Australia, 
after  media  publicity  in  January  of 
1988  about  the  risk  of  the  prone 
position,  there  was  a 30%  decrease 
, in  the  prevalence  of  prone  sleeping 
I and  a 50%  decrease  in  the  number 
of  SIDS  cases.^ 

New  Zealand  - In  1989,  a 
campaign  was  initiated  in  south- 
ern New  Zealand  that  advocated 


side  or  back  sleeping,  smoking 
cessation,  breastfeeding  and 
avoidance  of  overheating.  In  New 
Zealand  the  population  attribut- 
able risk  for  the  prone  position  had 
been  calculated  to  be  52%.  Be- 
tween 1987  and  1990,  the  SIDS  rate 
in  New  Zealand  fell  from  4 to  3.1 
per  1,000,  while  the  prevalence  of 
the  prone  position  fell  from  40%  to 
20.5%.  Total  infant  mortality  also 
fell  by  24%,  suggesting  that  the  fall 
in  SIDS  was  not  due  to  a shift  in 
reporting.  There  was  also  no 
change  in  the  prevalence  of 
breastfeeding  and  only  a slight 
decrease  in  the  prevalence  of 
maternal  smoking  (from  33.2%  to 
28.4%).^'*  In  southern  New 
Zealand,  the  incidence  of  SIDS 
dropped  from  6.3  per  1,000  in 
1979-84  to  2.3  per  1,000  in  1990, 
while  prone  sleeping  dropped 


from  42%  to  2.4%  and  the  preva- 
lence of  the  lateral  position  in- 
creased to  96%.  There  was  no 
significant  change  in  the  preva- 
lence of  maternal  smoking  or  of 
breastfeeding.  Of  note  is  the  fact 
that  the  calculated  odds  ratio  for 
prone  sleeping  did  not  change, 
even  with  the  large  change  in  the 
prevalence  of  the  prone  position.^^ 
Unconfirmed  reports  from 
other  countries  have  also  sug- 
gested decreases  in  the  incidence 
of  SIDS  after  publicity  about  the 
association  between  the  prone 
position  and  SIDS.^  Scotland, 
however,  has  had  no 
interventional  campaign  aimed  at 
discouraging  the  prone  position 
but  has  also  seen  a fall  in  the 
incidence  of  SIDS  in  recent  years, 
from  2.24  to  1.30  per  1,000  from 
1989  to  1991.’^  Some  have  taken 
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this  as  evidence  that  the  decreases 
in  the  incidence  of  SIDS  seen 
above  may  be  secondary  to  effects 
other  than  the  decrease  in  prone 
sleeping.  Indeed,  many  English 
health  regions  have  seen  a de- 
crease in  SIDS  without  any  cam- 
paign to  discourage  the  prone 
position.^^  However,  it  is  more 
likely  that  media  campaigns 
initiated  in  one  part  of  England, 
such  as  in  Avon  County,  have 
influenced  child  care  practices  in 
other  parts  of  the  United  BGngdom. 
For  example,  it  is  known  that 
although  the  Isle  of  Mann  is  a 
relatively  isolated  community,  the 
1991  prevalence  of  the  prone 
position  on  the  Isle  of  Mann  was 
identical  to  that  in  Avon  County  in 
1991  following  the  media  cam- 
paign in  Avon.^^ 

A number  of  factors  could 
confound  the  results  of  these 
interventional  studies:  overall 
postneonatal  mortality,  prevalence 
of  low-birth-weight  infants,  extent 
of  prenatal  drug  exposure,  inci- 
dence of  respiratory  tract  infec- 
tions, extent  of  anemia  and  smok- 
ing during  pregnancy,  increases  in 
unreported  infant  mortality, 
diagnostic  transfers  and  changes  in 
coding  practices  for  death  certifi- 
cates.^® Since  different  groups  of 
parents  take  up  new  child  rearing 
habits  at  different  rates,  it  may  also 
be  possible  that  there  is  a greater 
conversion  rate  to  the  supine 
position  in  infants  at  a lower 
intrinsic  risk  for  SIDS,  leaving  the 
prone  group  with  a preponderance 
of  high-risk  infants.  Lower- 
income,  less  educated  parents, 
whose  babies  are  known  to  be  at 
higher  risk  for  SIDS,  may  be  slow 
to  adopt  new  recommendations  for 
non-prone  sleeping.® 

Because  of  these  uncertainties, 
a committee  of  experts  met  in 
Bethesda,  Md.,  in  January  1994  to 


evaluate  the  trends  in  postneonatal 
mortality  and  SIDS  from  1980-1992 
for  Australia,  Britain,  New 
Zealand,  the  Netherlands,  Nor- 
way, Sweden  and  the  United 
States.  This  committee  came  to 
several  conclusions:  1)  In  all 
countries  in  which  the  prevalence 
of  the  prone  position  had  de- 
creased rapidly,  the  incidence  of 
SIDS  decreased  approximately 
50%.  2)  This  decrease  was  not  due 
to  a change  in  reporting,  since 
there  were  no  reciprocal  increases 
in  other  causes  of  death.  3)  These 
low  SIDS  rates  have  been  sus- 
tained as  long  as  two  to  three  years 
so  far  in  New  Zealand,  Avon  and 
Tasmania.  4)  There  has  been  no 
significant  change  in  the  preva- 
lence of  maternal  smoking  or  of 
breast-feeding  in  these  countries, 
even  though  these  behaviors  were 
also  targeted  by  some  of  the 
interventional  campaigns.  5)  There 
have  been  so  far  no  reported 
adverse  effects  of  either  the  side  or 
supine  position  in  these  countries.® 

The  lateral  position  and 
biological  gradient 
A.B.  Hill  described  eight  criteria  by 
which  a factor  could  be  identified 
as  a causative  agent  in  a disease 
process.  One  of  these  criteria  was 
biological  gradient,  or  the  observa- 
tion that  the  degree  of  exposure  to 
the  factor  influences  the  degree  of 
disease  seen.®^  This  phenomenon 
can  be  seen  with  regard  to  the 
prone  position  and  SIDS  in  at  least 
two  different  ways.  A study  in  the 
Netherlands  in  1991  calculated  that 
the  relative  risk  of  a baby  ''some- 
times" being  placed  prone  was  less 
than  that  of  "always"  being  placed 
prone  (odds  ratios  2.2  and  4.6, 
respectively).®*®  In  addition,  the 
lateral  sleeping  position  and  its 
relationship  to  SIDS  also  support 
the  idea  of  biological  gradient. 


The  lateral  position  has  been  i 
found  to  be  unstable  for  babies  in 
the  SIDS  age  range.  In  one  study, 
half  of  104  12- week-old  infants  i 

placed  on  their  sides  turned  supine  ! 
by  morning.®®  In  another  survey  of 
406  infants  age  2 weeks  to  8 i 

months,  65%  of  infants  placed  on 
their  side  were  found  supine  and 
4%  were  found  prone.®®  Investiga-  | 
tors  in  Avon  County,  England,  ' 
estimated  that  up  to  40%  of  infants  ; 
put  on  their  sides  will  roll  to  a | 
different  position,  most  to  front  | 
and  <1%  to  back.®®  A U.S.  survey 
of  2-  to  4-month-old  infants 
showed  that  50%  of  those  placed 
on  their  side  would  roll  to  the  back 
and  10%  to  the  stomach.®  Clearly, 
the  lateral  position  can  be  thought 
of  as  an  intermediate  between  the 
prone  and  the  supine  position. 
Accordingly,  the  lateral  position  is 
associated  with  a risk  of  SIDS  that 
falls  between  that  of  the  other 
positions.  In  a New  Zealand  study, 
the  lateral  position  increased  the 
risk  approximately  two-fold,  while 
the  prone  position  increased  the 
risk  by  about  7.®®  ®®  In  a South 
Australian  study,  of  the  20  SIDS 
cases  that  had  been  last  placed  on 
their  sides,  14  were  found  prone. 
Similar  observations  have  report- 
edly been  made  in  New  Zealand 
and  in  England.®®  The  lateral 
position,  in  other  words,  may  carry 
risk  because  of  the  small  chance 
that  the  infant  will  roll  to  the  prone 
position. 

Biological  plausibility 
Another  of  Hill's  criteria  for 
causation  is  biological  plausibil- 
ity.®^ In  order  for  the  prone  posi- 
tion to  be  a causative  factor  in  the 
etiology  of  SIDS  and  not  merely  a 
marker  for  another  factor,  there 
must  be  a reasonable 
pathophysiologic  mechanism  to 
explain  the  relationship  between 
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the  prone  position  and  SIDS. 
Although  no  studies  have  clearly 
established  a mechanism,  postu- 
lated mechanisms  include:  airway 
obstruction,  rebreathing  of  expired 
carbon  dioxide,  overheating,  neck 
extension  causing  compression  of 
cerebral  vessels,  decreased  ab- 
dominal movement  with  respira- 
tion causing  splinting  of  the 
diaphragm  and  decreased  cardiac 
filling  due  to  pressure  on  the 
thymus. There  are  complex 
interactions  between  temperature 
regulation,  respiratory  patterns, 
chemoreceptor  sensitivity  and 
cardiac  control,  so  an  infant  who 
inadvertently  became  face  down 
while  sleeping 
might  suffocate 
if,  for  some 
reason,  respon- 
siveness to 
hypercardia  or 
hypoxia  was 
deficient  or 
gasping  and 
arousal  reflexes 
were  too  weak 
to  re-estabhsh 
air  flow.^®  One  author  has  even 
suggested  that  the  prone  position, 
by  stimulating  the  upper  airway  or 
by  nasal  occlusion,  triggers  the 
dive  reflex,  which  results  in 
profoimd  bradycardia  and  redistri- 
bution of  blood  flow  to  the  lungs, 
brain  and  heart,  leading  to  pro- 
gressive hypoxia.^^ 

That  SIDS  usually  occurs  in 
infants  younger  than  six  months 
(the  age  at  which  infants  are  able 
to  roll  over  on  their  own)  is 
consistent  with  the  association 
between  the  prone  position  and 
SIDS.  In  the  Netherlands,  the  fall 
in  SIDS  incidence  after  the 
interventional  campaign  was  more 
marked  for  infants  less  than  six 
months.^^  Inconsistent  with  this  is 
the  low  incidence  of  SIDS  in  the 


first  month  of  life,  but  this  could  be 
explained  by  other  mechanisms 
such  as  a more  effective  gasp  reflex 
in  newborns^^  or  the  inability  of 
the  neonate  to  raise  its  head  and 
place  it  face  down.^^ 

The  following  is  a brief  review 
of  the  three  of  the  most  investi- 
gated mechanisms  by  which  the 
prone  position  might  predispose  to 
SIDS: 

Airway  obstruction  - Two 
studies,  one  of  64  infants  with  a 
history  of  apnea^  and  one  of  80 
healthy  3-month-old  infants^^ 
found  that  sleeping  position  did 
not  significantly  affect  the  rate  or 
duration  of  central  or  obstructive 


apnea.  These  studies,  however, 
have  been  challenged  because  they 
looked  at  only  a small  number  of 
infants  for  only  one  night.  During 
agonal  gasping,  such  as  after  a 
prolonged  episode  of  apnea, 
accessory  muscles  are  used  which 
tend  to  straighten  the  head, 
putting  the  prone  infant  face  down 
and  in  a position  to  suffocate. 
Unfortunately,  there  are  not  much 
data  on  whether  prone  infants  who 
die  of  SIDS  are  actually  found  face 
down,  since  most  studies  do  not 
distinguish  between  face-down 
and  f ace-side. 

Rebreathing  of  expired  carbon 
dioxide  - This  hypothesis  has 
some  support  from  experiments 
using  rabbit  and  mechanical 
models,^^'^^  but  a study  of  live 


infants  found  that  infants  sleeping 
prone  do  not  develop  lower 
transcutaneous  carbon  dioxide 
levels  than  infants  sleeping 
supine.^® 

Hyperthermia  - The  overheat- 
ing hypothesis  has  received  much 
attention.  A theoretical  model  that 
determined  thermal  balance  in 
infants  found  that  the  head  is  the 
most  important  site  of  heat  loss  in 
the  infant  and  that  heat  loss  is 
diminished  by  turning  the  head 
face  down.  This  study  also  found 
that  the  prone  position  decreases 
heat  loss  by  increasing  contact 
between  the  body  surface  and  the 
underbedding,  an  effect  that  is 
increased  with 
softer 

underbedding. 
They  suggested 
that  hyperthermia 
could  result  from  a 
combination  of 
increased  meta- 
bolic rate  and 
decreased  heat 
loss,  and  that 
absolute  or 
relative  hyperthermia  could 
explain  many  cases  of  SIDS, 
including  why  SIDS  is  so  common 
in  southern  New  Zealand  (heavy 
dressing,  prone  position,  soft 
bedding),  so  uncommon  in  Hong 
Kong  (some  heavy  dressing, 
supine  position),  and  so  uncom- 
mon in  Scandinavia  (prone  posi- 
tion but  light  dressing  due  to 
central  heating).  Cultural  combina- 
tions of  sleep  position,  clothing, 
bedding  and  central  heating  could 
explain  why  SIDS  rates  are  so 
different  in  different  countries.®^  At 
least  two  case-control  studies  have 
found  that  overheating  and  the 
prone  position  are  independently 
associated  with  an  increased  risk 
of  SIDS.^'*®  To  date,  very  few 
studies  have  actually  measured 


Unfortunately,  there  are  not  much  data 
on  whether  prone  infants  who  die  of  SIDS  are 
actually  found  face  down,  since  most  studies 
do  not  distinguish  between  face-down 
and  face-side.^^ 


NDIANA  MEDICINE/January/February  1996 


69 


i 

H 


body  temperature  and  environ- 
mental temperature  in  investigat- 
ing cases  of  SIDS.^® 

There  are  several  postulated 
mechanisms  for  SIDS  that  go 
against  its  association  with  the 
prone  position.  Some  of  the 
pathophysiologic  mechanisms 
believed  to  contribute  to  SIDS, 
such  as  apnea,  hypoxemia  and 
gastroesophageal  reflux,  have  been 
shown  by  some  studies  to  occur 
less  frequently  in  the  prone 
position.  Reports  from  New 
Zealand  and  the  United  States 
have  suggested  that  SIDS  might  be 
caused  by  a defect  in  the  control  of 
airway  muscles,  which  would  be 
amplified  in  the 
supine  position. 

The  supine 
position  may 
also  be  more 
likely  to  cause 
neck  flexion, 
which  increases 
upper  airway 
resistance^®  and 
increases  the 
susceptibility  of 
the  airway  to 
collapse.^^  In 
addition,  the  effect  of  gravity  on 
the  tongue  in  the  supine  position 
would  require  more  genioglossus 
tone  to  maintain  airway  patency, 
which  may  be  dangerous  in  those 
infants  whose  decreased  neuro- 
muscular control  puts  them  at  risk 
for  suffocation  and  asphyxia  in  the 
face  down  position.  The  supine 
position  has  also  been  suspected  to 
cause  an  increased  risk  of  adverse 
responses  to  pooled  secretions  in 
the  posterior  pharynx,  such  as 
obstruction,  secondary  apnea  and 
aspiration.^® 

Effect  modifiers  and  relevance  of 
these  findings  to  the  United  States 

A matched  analysis  on  data  from 
Tasmania  (80  cases  and  333 


controls)  using  the  multiplicative 
model  of  interaction  found  that  the 
association  between  the  prone 
position  and  SIDS  was  increased 
by  natural  fiber  mattresses  (which 
are  softer  than  other  mattresses), 
swaddling,  heated  rooms  and 
recent  illness,  although  the  effects 
of  natural  fiber  mattresses  and 
swaddling  were  only  of  borderline 
significance  (p=.05  and  p=.09, 
respectively).  By  themselves, 
natural  fiber  mattresses,  swad- 
dling, recent  illness  or  heated 
rooms  did  not  cause  a significantly 
increased  risk  of  SIDS.  (Odds 
ratios  ranged  from  1.1  to  1.6  for 
these  factors.)  Since  the  presence  of 


recent  illness  and  heated  rooms 
vary  seasonally,  these  effect 
modifiers  may  explain  why  a 
decrease  in  prone  sleeping  causes 
a greater  decrease  in  SIDS  in  the 
winter  months  as  compared  to  the 
summer  months. Although  the 
significance  of  these  findings  has 
been  questioned  because  the  large 
number  of  potential  effect  modifi- 
ers that  were  tested  results  in  a 
large  risk  for  an  alpha  error,^®  this 
study  makes  an  important  point: 
the  strength  of  the  association  of 
the  prone  position  and  SIDS  is  at 
least  partially  dependent  upon 
other  factors.  Differences  in  the 
prevalence  of  these  or  other  effect 
modifiers  may  explain  the  varia- 
tion among  odds  ratios  measured 


in  different  countries.  Since  the 
combination  of  effect  modifiers 
prevalent  in  the  United  States  is 
different  from  that  of  other  coun- 
tries, it  is  unclear  how  much  risk 
will  be  associated  with  prone 
sleeping  in  the  United  States. 
According  to  the  only  large  case- 
control  study  of  SIDS  done  in  the 
United  States,  the  odds  ratio  for 
the  prone  position  here  is  only 
1.3,^®  much  lower  than  that  found 
in  other  countries. 

Soft  bedding  and  overheating 
are  the  two  factors  most  often 
quoted  as  mediating  the  associa- 
tion between  the  prone  position 
and  SIDS.  These  mediators  are 

especially  relevant 
to  those  who 
doubt  the  impor- 
tance of  the  prone 
position  as  a cause 
of  SIDS  in  the 
United  States, 
since  most  babies 
in  the  United 
States  sleep  on 
firm,  synthetic 
mattresses 
dressed  appropri- 
ately for  warm 
temperatures  in  houses  with 
central  heating.  The  data  concern- 
ing each  of  these  factors  are 
discussed  below: 

Soft  bedding  - Some  feel  that 
the  association  between  the  prone 
position  and  SIDS  would  not  exist 
in  the  absence  of  soft  bedding. 

Half  of  the  SIDS  cases  studied  in 
southern  New  Zealand  (odds  ratio 
5.74)  were  sleeping  on  sheepskins, 
and  the  other  half  probably  slept 
on  soft  "woolen  mattresses."^ 
However,  in  Avon  County, 
England  (relative  risk  8.8),  very 
few  infants  were  sleeping  on  soft 
bedding. 

Overheating  - Others  have 
suggested  that  the  association 
between  the  prone  position  and 


Since  the  presence  of  recent  illness 
and  heated  rooms  vary  seasonally,  these  effect 
modifiers  may  explain  why  a decrease  in  prone 
sleeping  causes  a greater  decrease  in  SIDS  in 
the  winter  months  as  compared  to 
the  summer  months.^^ 
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SIDS  is  dependent  upon 
, overwTapping  and  overheating. 
Indeed,  most  of  the  data  showing  a 
strong  association  between  the 
prone  position  and  SIDS  comes 
from  countries  where  the  pre\'a- 
lence  of  central  heating  is  limited 
and  where  babies  are  put  to  sleep 
with  lots  of  bundling  and  bedding. 
These  countries,  even  with  their 
lower  prevalence  of  prone  sleep- 
ing, have  a much  higher  incidence 
of  SIDS  than  the  United  States  (In 
southern  New  Zealand,  the 
incidence  is  6 to  7 per  1,000  with 
40%  prone,  versus  1 to  2 per  1,000 
in  the  United  States  with  70%  to 
80%  sleeping  prone. In  Australia, 
where  most  households  do  not 
have  central  heating,  the  incidence 
of  SIDS  is  higher  during  the  colder 
months;  In  Tasmania,  the  winter- 
time incidence  of  SIDS  is  6.3  per 
1,000.  In  South  Austraha,  the 
incidence  is  4.2  per  1,000  in  July 
and  0.7  per  1,000  in  January.  It  is 
reasonable  to  assume  that  the 
prevalence  of  prone  sleeping  is  the 
same  in  both  summer  and  winter. 
In  Sweden,  where  virtually  all 
infants  sleep  in  heated  rooms  with 
clothing  and  bedding  appropriate 
for  warm  temperatures,  there  is 
less  seasonal  variation  in  SIDS."^^ 
Analysis  of  the  trends  of  SIDS 
incidence  in  New  Zealand,  Austra- 
lia, England  and  Wales  has  shown 
that,  with  a decrease  m prone 
sleeping,  the  larger  decrease  in 
SIDS  is  occurring  during  winter 
months.  What  used  to  be  a three- 
fold peak  of  SIDS  in  winter  in 
these  countries  has  now  decreased 
to  only  1.3-fold.’  One  might 
conclude  from  this  that  only  those 
babies  living  in  temperate  climates 
without  central  heating  need  to 
avoid  the  prone  position  for 
sleep.^^  However,  in  Avon  County, 
England  (relative  risk  8.8),  over 
80%  of  households  have  central 
^^eating.’^ 


Some  feel  that  the  drop  in 
SIDS  seen  in  other  countries  will 
not  be  transferable  to  countries  like 
the  United  States  with  lower  initial 
rates.  The  incidence  of  SIDS  in  the 
United  States  is  only  1.5  per  1,000, 
much  lower  than  the  3.5  to  5.5  per 
1,000  in  England,  Tasmania  and 
New  Zealand.  However,  according 
to  the  meeting  of  experts  held  in 
January  1994,  the  SIDS  rates  in 
some  of  the  countries  appear  to  be 
falling  to  levels  below  the  U.S.  rate. 
The  provisional  rates  in  Australia 
and  Britain  for  1992  were  1.1  and 
0.7  per  1,000,  respectively,  down 
from  1.8  and  1.7  per  1,000  in  1988. 
The  decreases  in  the  prevalence  of 
prone  sleeping  in  these  two 
countries  were  31%  to  3%  and  59% 
to  2%,  respectively.’ 

Drawbacks  to  recommending  the 
non-prone  position 

The  objective  of  this  paper  was  to 
consider  whether  the  evidence  for 
the  association  between  the  prone 
sleeping  position  and  SIDS  is 
strong  enough  to  merit  a change  in 
U.S.  child  care  practices.  What 
constitutes  "strong  enough" 
depends  a great  deal  on  the 
number  of  drawbacks  inherent  in 
making  such  a change.  These 
drawbacks  would  include:  1)  loss 
of  inherent  advantages  to  the 
prone  position;  2)  risks  associated 
with  the  supine  position;  3) 
difficulty  with  identifying  those 
who  should  be  exempted  from 
such  a recommendation;  and  4) 
parental  difficulty  with  following 
the  recommendation. 

Advantages  to  the  prone 
position  - The  prone  position,  for 
one,  is  well  known  to  decrease  the 
incidence  and  degree  of  gastroe- 
sophageal reflux  in  infants.  The 
American  Academy  of  Pediatrics 
acknowledged  this  effect  and 
exempted  infants  with  known 
gastroesophageal  reflux  from  their 


recommendation.  The  prone 
position  has  also  been  reported  to 
improve  pulmonary  function  in 
premature  infants,  but  reports  are 
contradictory  with  regard  to  full- 
term  infants.  Orthopaedic  advan- 
tages to  the  prone  position  include 
prevention  of  scoliosis  and  pos- 
sible prevention  of  restricted  hip 
abduction.  Prone  as  an  awake 
position  has  been  reported  to 
improve  motor  development,  but 
it  is  unknown  whether  the  prone 
sleep  position  has  this  same  effect.^ 
In  spite  of  this,  it  seems  that 
internationally  the  supine  position 
is  the  most  common  position 
chosen  by  parents.’'^  In  1990,  the 
French  language  expert  group  for 
the  study  of  SIDS  concluded  that 
there  is  "no  physiologic  justifica- 
tion" for  using  the  prone  sleeping 
position  in  normal  infants.^  In 
addition,  the  American  Academy 
of  Pediatrics,  in  making  its  1992 
recommendation  of  the  non-prone 
position,  stated  that  "no  convinc- 
ing long-term  beneficial  effects  or 
positive  influences  on  decreasing 
mortality  have  ever  been  shown 
for  the  prone  position  in  the 
populations  studied."’® 

Risks  associated  with  the 
supine  position  - Contrary  to 
popular  belief,  there  is  no  evidence 
that  aspiration  is  a more  frequent 
complication  in  healthy  infants 
lying  supine  compared  to  other 
positions.  In  countries  where 
babies  are  routinely  placed  supine, 
SIDS  and  aspiration  are  both  rare.’” 
According  to  the  meeting  of 
experts  in  January  1994,  countries 
with  recent  decreases  in  the 
prevalence  of  the  prone  position 
are  not  showing  any  adverse 
effects  of  supine  sleeping,  such  as 
an  increase  in  deaths  due  to 
aspiration  or  in  apparent  life- 
threatening  events  (ALTEs).’  In  the 
Netherlands,  widespread  adoption 
of  the  supine  position  in  1988  was 
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followed  by  a decrease  rather  than 
an  increase  in  the  incidence  of 
lethal  aspiration.^^  In  Avon  from 
1984-91,  the  only  lethal  episodes  of 
aspiration  after  the  newborn 
period  occurred  in  three  neurologi- 
cally  impaired  infants,  all  of  whom 
were  prone  at  the  time.^^  From 
January  1985  to  August  1989  in 
Adelaide,  South  Australia,  only 
three  infants  who  were  found  dead 
unexpectedly  had  died  of  aspira- 
tion, and  all  of  these,  too,  were 
found  prone.  In  fact,  death  from 
inhalation  in  the  supine  position  is 
virtually  unknown  in  the  litera- 
ture.^^ 

Some  have  challenged  that  the 
absence  of  fatal  aspiration  is  a very 
insensitive  way  of  quantifying  the 
potential  hazards  of  supine 
sleeping,  since  clinical  experience 
suggests  that  supine  sleeping  does 
indeed  cause  increased  morbidity 
in  infants  susceptible  to  regurgita- 
tion. These  authors  suggest  that 
supine  sleeping  may  be  causing 
increased  morbidity  forms  that 
investigators  are  not  identifying  in 
the  countries  where  studies  are 
being  done.  However,  latest  results 
from  two  ongoing  prospective 
studies  in  Avon  County  and 
Tasmania  have  shown  no  increase 
in  doctor  visits  or  reported  epi- 
sodes of  illness  for  infants  sleeping 
on  their  sides  or  backs  as  com- 
pared with  infants  sleeping  on 
their  stomachs  before  the  start  of 
the  interventional  campaign.^ 

Difficulty  with  the  exemption 
of  infants  with  gastroesophageal 
reflux  - Although  the  AAP  recom- 
mendation exempts  infants  with 
gastroesophageal  reflux,  it  may  be 
difficult  to  identify  those  infants.  It 
is  known  that  infants  with  appar- 
ent life-threatening  events  (ALTEs) 
secondary  to  regurgitation  tend  to 
have  a greater  degree  of  reflux 
during  sleep  than  do  infants  with 


regurgitation  without  ALTEs.  In 
fact,  these  infants  may  not  have 
postprandial  reflux  at  all  and 
therefore  may  not  be  identified  as 
having  reflux  until  it  is  too  late. 
Because  of  this,  symptomatic 
reflux  may  not  be  a sensitive 
enough  indicator  to  detect  those 
infants  who  should  sleep  prone 

At  the  other  end  of  the  spec- 
trum, because  regurgitation  is  so 
common  among  infants,  it  will  be 
hard  to  know  which  cases  of 
known  regurgitation  merit  further 
workup  to  determine  which 
should  be  excused  from  the  AAP 
recommendation.'^^  This  dilemma 
will  necessitate  a greater  extent 
(and  greater  cost)  of  evaluation  for 
reflux  disease.  Depending  on  the 
definition  of  ''significant"  reflux, 
the  majority  of  infants  could 
conceivably  be  identified  as  having 
gastroesophageal  reflux  disease.^® 
In  one  clinician's  experience, 
patients  describe  regurgitation  as  a 
"problem"  in  20%  of  "well"  babies. 
According  to  this  clinician,  7%  of 
all  infants  will  at  some  point  see  a 
physician  for  symptomatic  reflux, 
20%  of  these  will  undergo  diagnos- 
tic testing,  and  one  in  200  infants 
will  require  antireflux  surgery.  In 
low-birthweight  infants,  symptom- 
atic reflux  is  even  more  common, 
with  3%  to  10%  of  these  having 
reflux-associated  apnea,  bradycar- 
dia or  worsening  of 
bronchopulmonary  dysplasia. 

In  truth,  very  little  information 
is  available  on  the  potential 
adverse  effects  of  the  supine 
position.  As  the  prevalence  of 
supine  sleeping  increases  follow- 
ing the  AAP  recommendation, 
physicians  will  have  to  watch  for 
changes  in  such  parameters  as  the 
incidence  of  illness,  especially 
lower  respiratory  tract  infections, 
and  the  frequency  of  complications 
of  gastroesophageal  reflux  disease 


such  as  failure  to  thrive  and  j 

aspiration  pneumonia. In  some  j 
babies  it  may  turn  out  that  the  |i 
risks  of  prone  sleeping  are  coun-  I; 
terbalanced  by  the  risks  of  supine  , 
sleeping. 

Parental  difficulty  with  the 
non-prone  position  - Another 
potential  negative  effect  of  the 
AAP  recommendation  to  avoid  the 
prone  position  is  the  likelihood  i 
that  parents  may  have  difficulty  | 

implementing  the  recommenda-  | 

tion.  One  study  of  80  healthy  3-  j 
month-old  infants  found  that  the  ! 
supine  sleeping  position  was 
associated  with  a decrease  in  sleep 
duration  and  an  increase  in  the 
number  and  duration  of  arousals, 
regardless  of  whether  the  infant 
was  used  to  the  prone  or  the 
supine  position.^®  A 1960  study  of 
281  infants  found  that  newborns  in 
the  supine  position  had  more 
diaper  rashes,  more  self-inflicted 
excoriation  and  more  frequent 
crying.  More  that  half  of  babies 
laying  supine  stopped  crying 
when  turned  prone,  but  rarely  did 
a prone  baby  stop  crying  when 
turned  supine. It  is  true  that  some 
babies  seem  naturally  to  prefer  to 
sleep  prone,  and  babies  who  will 
not  stop  crying  or  will  not  fall 
asleep  in  the  supine  position  will 
be  a problem  for  their  families. 
Inevitably,  the  AAP  recommenda- 
tion will  cause  additional  stress 
and  anxiety  for  some  parents.^^ 

Conclusion 

What  has  happened  in  the  United 
States  since  the  American  Acad- 
emy of  Pediatrics  made  its  official 
recommendation  in  1992  of  the 
non-prone  position  for  healthy 
babies?  As  of  January  1994,  the 
prevalence  of  the  prone  position  in 
the  United  States  has  dropped 
from  73%  to  56%.  In  those  states 
from  which  data  on  sleeping 


72 


INDIANA  MEDICINE/January/February  19^ 


position  are  available,  no  consis- 
tent  pattern  of  change  in  SIDS 
rates  has  been  seen.  Some  states 
have  had  no  change  and  some 
have  even  reported  an  increase  in 
SIDS  despite  a decrease  in  the 
prevalence  of  the  prone  position. 
However,  King  Coimty,  Wash., 
recorded  a 52%  decrease  in  SIDS 
from  1991  to  1992,  which  may  be 
attributable  to  a newspaper 
editorial  advocating  non-prone 
sleeping.  Unfortunately,  the 
prevalence  of  the  prone  position  in 
King  County  in  1991  and  1992  are 
not  known.  According  to  this  same 
j source,  preluninary  reports 
, suggest  that  the  incidence  of  SIDS 
in  the  United  States  may  have 
I decreased  approximately  12% 

’ when  comparing  spring  and 
! summer  months  before  and  after 
the  AAP  recommendation.^^  All  in 
all,  that  the  United  States  has  not 
’ seen  anywhere  near  the  50% 
decreases  in  SIDS  reported  by 
other  countries  is  very  hkely  due 
to  the  fact  that  the  prevalence  of 
prone  sleeping  here  has  not 
decreased  very  much  here  in  the 
last  two  years. 

Considering  all  of  the  data 
recounted  above,  it  is  safe  to 
conclude  that  the  prone  position  is 


indeed  a preventable  factor  m a 
long,  complicated,  enigmatic 
sequence  of  events  that  leads  to 
sudden  infant  death.  How  much  of 
a factor  it  plays  in  SIDS  in  the 
United  States  is  still  unknown, 
given  the  limited  and  inconclusive 
data  available  on  the  contributions 
of  cultural  factors  such  as  soft 
bedding  and  central  heating. 
However,  the  prone  position  is 
probably  a significant  enough 
factor  to  justify  an  intervention  as 
simple  as  recommending  the  non- 
prone  position  for  healthy  babies. 
Case  control  studies  are  now  being 
conducted  m California,  King 
County,  Wash.,  Chicago  and  the 
Aberdeen  Area  of  the  Indian 
Health  Service.^ 

Until  data  are  available  from 
these  studies,  I believe  the  best 
course  of  action  is  to  recommend 
the  supine  or  lateral  sleeping 
position  for  healthy  babies  but  still 
include  reassurances  for  parents 
who  have  difficulty  following  the 
recommendation.  In  explaining  the 
risks  of  prone  sleeping  to  parents, 
we  should  emphasize  that  the  risk 
for  SIDS  is  low  for  most  babies, 
regardless  of  sleeping  position, 
and  that  this  risk  is  only  slightly 
increased  by  the  prone  position. 


All  babies  with  significant  reflux 
disease  should  be  readily  excused 
from  the  recommendation,  and  we 
must  be  careful  to  avoid  giving 
parents  the  impression  that  their 
babies  are  falling  ''out  of  the  frying 
pan  and  into  the  fire."  For  healthy 
babies,  the  supine  position  should 
be  the  first  choice,  but  the  lateral 
position  is  an  ideal  option  for 
infants  with  mild  or  unconfirmed 
gastroesophageal  reflux  or  those 
who  do  not  sleep  well  in  the 
supine  position.  If  a baby  does  not 
sleep  well  in  either  the  lateral  or 
the  supine  position,  the  prone 
position  is  still  a reasonable  option 
to  prevent  undue  stress  and  sleep 
deprivation  for  the  family.  We 
should  avoid  attributing  more  risk 
to  the  prone  position  than  is 
actually  there,  but  we  cannot  delay 
taking  advantage  of  this  new 
information  that  may  help  to  save 
some  babies'  lives.  □ 

For  a complete  list  of  references, 
write  to  Indiana  Medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3268. 


Correspondence:  Catherine  M. 
Bradshaw,  M.D.,  720  S.  Wolcott, 
Room  812,  Chicago,  IL  60612. 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


At  Nasser,  Smith  & Pinkerton  Cardiology,  Inc*, 

Your  Heart's  in  the  Right  Place 


Statewide  Network 


Prevention  Programs 


40  pract  icing  cardiologists 
primary  care  physicians 
40  convenient  locations  statewide 
90%  research  selt-tiinded 

recognized  internationally  tor  excellence  in  cardiac 
diagnosis,  treatment,  rehabilitation  & prevention 


MEDICAL  RESOURCE  ALLIANCE 


a member  ot  the  Indiana  Heart  Institute 


Nasser,  Smith  & Pinkerton 
Cardiology,  Inc. 


THE  HEART  CENTER  OF  INDIANA 

8333  Naab  Road,  Suite  400  • Indianapolis,  IN  46260  • (800)  732-1482  • (317)  338-6666 
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Indiana 

Heart 

Physicians, 

Inc. 


Physicians 

H.O.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
Mark  D.  Cohen,  M.D.,  FACC 
William  J.  Berg,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O.,  FACC 
George  E.  Revtyak,  M.D.,  FACC 
Jeffrey  R.  Mossier,  M.D.,  FACC 
Irwin  Labin,  M.D.,  FACC 

at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 
Melinda  W.  Hunnicutt,  M.D. 

Mark  E.  Hatfield,  M.D. 

providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 
Mooresville  • Greensburg 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Suite  130 

Office 812-379-2020 

Toll  Free 800-537-9587 


Electrophysiology 

Percutaneous  Valvuloplasty 

Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephonic  Pacemaker  Analysis 

Noninvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 
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Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  RA.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

Don  B.  Ziperman,  M.D.,  RA.C.C.,  RA.C.R 

Bradley  A.  Weinberg,  M.D.,  RA.C.C. 

Richard  A.  Hahn,  M.D.,  RA.C.C. 
Preetham  Jetty,  M.D. 


EAST  LOCATION 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office  (317)  355-1500 
Referring  Physician  Line: 

(317)  355-1100 


NORTH  LOCATION 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office  (317)  841-5385 
Referring  Physician  Line: 

(317)  841-5386 


Cardiology  & Cardiac 
Catheterization 

Coronary  Angioplasty 

Laser  Angioplasty 

Coronary  Atherectomy 

Coronary  Stents 

Echocardiography 

Transesophageal 

Echocardiography 

Color  Flow  Imaging 

Nuclear  Cardiology 

Stress  Testing 

Holter  Monitoring 

Pacemaker  Surveillance 

Permanent  Pacemaker 
Implantation 

Evaluation  of  Cardiac 
Risk  Factors 

Cardiac  Rehabilitation 
Program 


r 
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ARDIOLOGY 

NORTHSIDE  CARDIOLOG 


Edward  F.  Steinmetz,  M.D.,  F.A.C.C. 

J Stanley  Hillis,  M.D.,  F.A.C.C. 

Donald  A.  Rothbaum,  M.D.,  RA.CC. 

R.  Joe  Noble,  M.D.,  F.A.C.C. 

Clifford  C.  Hallam,  M.D.,  F.A.C.C. 
Ronald  J,  Landin,  M.D.,  F.A.C.C. 
Thomas  J.  Linnemeier,  M.D.,  F.A.C.C. 
Martin  R.  See,  M.D.,  F.A.C.C. 

Michael  W.  Ball,  M.D.,  F.A.C.C. 

Janet  S.  Rippy,  M.D.,  F.A.C.C. 

Morton  E.  Tavel,  M.D.,  F.A.C.C, 

Eric  N.  Prystowsky,  M.D.,  F.A.C.C. 
Robert  V.  Riddell,  M.D.,  F.A.C.C. 
Joseph  J.  Evans,  M.D.,  FJ\.C,C. 
Zachary  I.  Hodes,  M.D.,  Ph.D.,  F.A.C.C. 
Joseph  E.  Steinmetz,  M.D.,  F.A.C.C. 
David  R.  Schmidt,  M.D.,  F.A.C.C. 

Mary  N.  Walsh,  M.D.,  F.A.C.C. 

Daniel  M.  Gelfman,  M.D.,  F.A.C.C. 
Richard  I.  Fogel,  M.D.,  F.A.C.C. 

Daniel  L.  Lips,  M.D.,  F.A.C.C. 

Mukund  D.  Patel,  M.D. 

Geiian  Ismail,  M.D. 

Scott  M.  Sharp,  M.D.,  F.A.C.C. 
Raymond  V.  Meldahl,  M.D.,  F.A.C.C. 
James  M.  Scheffler,  M.D. 

Gregory  B.  Eisner,  M.D. 

Michael  A.  Plainse,  M.D. 

Richard  J.  Gordon,  M.D. 


The  best  defense  against  coronary  heart  disease 

BEGINS  WITH  SOUND  PREVENTIVE  MEASURES.  AS  A 
GROUP  OF  INTERNATIONALLY  RECOGNIZED  PHYSICIANS,  WE 
SPECIALIZE  IN  STATE-OF-THE-ART  CARDIOVASCULAR  CARE, 
INCLUDING  EFFECTIVE  WAYS  TO  LOWER  YOUR  RISK.  WE 
OFFER  THE  RESOURCES,  TECHNOLOGY,  AND  BENEFITS  OF 
A LARGE  PRACTICE,  WITH  A FOCUS  ON  ONE-TO-ONE 
PATIENT  RELATIONSHIPS,  CREATING  A PRIVATE  PRACTICE 
ENVIRONMENT.  We  CONSIDER  IT  THE  BEST 
APPROACH  TO  HIGH  OUALITY  CARDIOVASCULAR 

CARE.  When  it  comes  to  heart  disease,  there's  no 

BETTER  MEDICINE. 

X 

1 \ORTHSIDE 
CARDIOLOGY  EC. 

8333  Naab  Road,  Suite  200 
Indianapolis,  IN  46260  1-800-732-1484 
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DERMATOPATHOLOGY  LABORATORY,  INC. 

Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the 


Specia/izing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 


DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


merican  Board  of  Oral  Pathology 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Disease 

Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Disease  and  Advanced  Achievement 
in  Internal  Medicine 

Gary  A.  Frick,  M.S.,  D.O. 

Diplomate,  National  Board  of 
Examiners  for  Osteopathic 
Physicians  and  Surgeons.  Board 
Certified  in  Internal  Medicine. 
Board  Eligible  in  Cardiology. 


providing 
2 D & M-mode 
Echocardiography 
Transesophageal 
Echocardiography 
Conventional  Doppler 
Color  Flow  Imaging 
Pharmacological 
Echocardiography 
Stress  Echo 
Treadmill  Exercise 
Testing 

Holter  Monitoring 
Electrocardiogram 
Cardiac  Catheterization 
Nuclear  Medicine 
Pacemakers 


1614  N.  Baldwin  Ave. 

Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 

Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


1 

DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


CHRIS  C.  NAUM.  M.D.,  FCCP 
LUKE  A.  PLUTO,  M.D.,  FCCP 


Pulmonary  Disease 


MICHAEL  R.  NIEMEIER,  M.D.,  FCCP 
THOMAS  Y.  SULLIVAN,  M.D. 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Critical  Care 


ROBERT  W.  WELLER,  M.D.,  FCCP 
PATRICK  E.  WRIGHT,  M.D.,  FCCP 


Sleep  Disorders 


Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BLVD.,  SUITE  400  • INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111 
PHONES  ARE  ANSWERED  24  HOURS  A DAY 

1-800-321 -LUNG  • MONDAY  • FRIDAY  6:30  A.M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 


BREAST  DISEASES 


Eugene  G.  Roach,  M.D. 

Medical  Director 

G^Anderson  Center 

of  Saint  John  s 

22 1 0 Jackson  Street 

Anderson,  Indiana  46016 

1-800-435-9143  or  (317)  646-8444 

• Comprehensive  Alcohol  & Drug  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Free  Assessment  & Intervention 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Risk  assessment  Indianapolis,  IN  46260 

Surgical  Oncology 

of  the  breast  Appointment  by  referral 
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INTERNAL  MEDICINE 

HEMODIALYSIS  | 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 

CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 

Thomas  Wm.  Alley,  M.D.,  F,A.C.P.  Douglas  F.  Johnstone,  M.D.,  J.D. 

Anderson,  Indiana  4601 1 

J.  Edwin  Bolander  II,  M.D.  Wendy  L Kindig,  M.D. 

317-649-0772 

Richard  Bloch,  M.D.  LeRoy  H.  King,  Jr.,  M.D.,  F.A.C.P. 

Charles  B.  Carter,  M.D.  Barry  F.  Krieble,  M.D. 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

William  H.  Dick,  M.D.,  F.A.C.P.  Mary  A.  Margolis,  M.D. 

3834  South  Emerson  Avenue 

Indianapolis,  Indiana  46203 

Theodore  F.  Flegeman,  M.D.,  F.A.C.P.,  MBA  Tim  E.  Taber,  M.D. 

317-787-3171 

1801  N.  Senate  Blvd.,  Suite  355 

DIALYSIS  INSTITUTE 

Indianapolis,  IN  46202 

OF  NORTHWEST  INDIANAPOLIS 

Tel:  317-924-8425 

6488  Corporate  Way 
Indianapolis,  Indiana  46278 

By  Physician  Referral 

317-328-9667 

Clinical  Nephrology,  Hemodialysis,  Peritoneal 

For  further  information  contact 

Dialysis,  Renal  Transplantation,  Metabolic 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

Kidney  Stone  Disease,  Hypertension,  Fluid  and 

1801  N Senate  Blvd.,  Suite  #355 

Electrolyte  Imbalance,  Critical  Care 

Indianapolis,  Indiana  46202 

317-924-8425 

1 

HAND  SURGERY 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof.  Bldg. 

3417  S.  Sherman  Dr..  Suite  F 1550  E.  County  Line  Rd..  Suite  315 

Beech  Grove,  IN  4B107  Indianapolis,  IN  46227 

[31 7]  783-1 31 9 [31 7)  868-0004 
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ASTHMA  & ALLERGY 


FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)  872-4213 


PSYCHIATRY 


Eugene  G.  Roach,  M.D. 

Medical  Director 

(ISAnderson  Center 

of  Saint  John's 

22 1 0 Jackson  Street 

Anderson,  Indiana  46016 

1-800-435-9143  or  (317)  646-8444 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


PAIN  MANAGEMENT 


EDWARD  KOWLOWITZ  M.D. 


A PRACTICE  DEDICATED  TO 
ACUTE  AND  CHRONIC 

PAIN  SUFFERERS. 


NON  SURGICAL  TTREATMENT 

NECK  ALOW  BACK  PAIN 
DISC  RELATED  DISORDERS 
FAILED  BACK  & NECK  SYNDROMES 
MYOFASCIAL  PAIN  SYNDROME 
FIBROMYALGIA 

SYMPATHETICALLY  MEDIATED  PAIN 
REFLEX  SYMPATHETIC  DYSTROPHY 
POST  TRAUMATIC  PAIN  SYNDROMES 
DIABETIC  NEUROPATHY 
POST  HERPETIC  NEURALGIA 
CENTRAL  PAIN  SYNDROME 
CANCER  PAIN  MANAGEMENT 

7440  N.  SHADELAND  AVE. 
INDPLS,  IN  46250  317 


Fellowship  Trained 
Diplomate  American 
Added 

Diplomate;  American 
Diplomate  American 
SERVICES 

MULTIDISCILPLINARYTX 
PSYCHOLOGICAL  TESTING 
PSYCHOLOGICAL  COUNSELING 
PHYSICAL  THERAPY 
TRIGGER  POINT  INJECTIONS 
EPIDURAL  NERVE  BLOCKS 
FLUOROSCOPIC  CONTROLLED: 
SYMPATHETIC  BLOCKS 
EPIDURAL  ENDOSCOPY 
DIAGNOSTIC  NERVE  BLOCKS 
MEDICAL  MANAGEMENT 
IMPLANTABLE  DEVICES 
SUFTE  lOO 
578  - 7246  (PAIN) 


IN  Pain  Management  @ Duke  Univ. 
Board  of  Anesthesiology  with 
Qualifications  in  Pain  Management 
Board  of  Pain  Medicine 
Academy  of  Pain  Management 


CHMl-R  FOR 


MANAGEMENT 


T 
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ONCOLOGY  — HEMATOLOGY 


iiMiiig 


ONCOIOGY-HEMATOIOGY 
CONSUITANTS.  P.C. 


1-800-ONC-HEME 

1-800-662-4363 


Central:  317-927-5770 
St.Francis:  317-783-8509 


Central  Office:  1828  N.  Illinois  Street  Indianapolis,  IN  46202 

Laurence  H.  Bates,  M.D.  William  M.  Dugan,  Jr.,  M.D. 

William  H.  Bond,  M.D.  Redmond  P.  Hogan,  III,  M.D. 

Penny  Cooper,  M.D.  James  E.  Schroeder,  M.D. 

Gregory  W.  Smith,  M.D. 

Central  Office  located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 


St.  Francis  Office:  1600  Albany  Medical  Clinics  Bldg 
Beech  Grove,  IN  46107 

Redmond  P.  Hogan,  III,  M.D.  Gregory  W.  Smith,  M.D. 

Randall  C.  Trowbridge,  M.D. 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KOREA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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HAND,  wrist;  elbow  & SHOULDER  SURGERY 


■ 


EXCELLENCE  THAT  REACHES 
AROUND  THE  WORLD 


The  Indiana  Hand 
Center  is  a world 
leader  in  the  treatment 
and  rehabilitation  of 
the  hand,  wrist,  elbow, 
and  shoulder.  As 
pioneers  in 
hand  care,  the 
surgeons  de- 
velop innovative 
surgical  techniques 
and  equipment  that  are 
used  around  the  world. 


And,  members  of 
The  Indiana 
Hand  Center 
have  been  elect- 
ed to  leadership 
roles  in  all  prominent 
national  and  inter- 
national orthopaedic 
societies. 

In  Indiana,  there  is 
not  a group  of  physi- 
cians better  prepared 
to  diagnose  and  treat 


conditions  and 
diseases  of  the 
upper  extremity. 
For  more  infor- 
mation about 
The  Indiana  Hand 
Center,  or  to  schedule 
an  appointment,  call 
1[800]888-HAND. 


- :-.<j  • 

- - 1 


James  W.  Strickland,  M.D. 
James  B.  Steichen,  M.D. 
William  B.  Kleinman,  M.D. 
Hill  Hastings  II,  M.D. 
Richard  S.  Idler,  M.D. 
Thomas  J.  Fischer,  M.D. 


I IndianajHand  Center 

EXCELLENCE  THAT  REACHES  AROUND  THE  WORLD 

1 -800-888-HAND 

8S01  HARCOURT  ROAD 
INDIANAPOLIS,  IN  46260 

[LOCATIONS  THROUGHOUT  INDIANA] 


James  j.  Creighton,  Jr.,  m.d. 
Alexander  D.  Mih,  M.D. 
Robert  M.  Baltera,  M.D. 
JEFFREY  A.  GREENBERG,  M.D. 
Rowena  L.  Archibald,  M.D. 
Robert  n.  Addleman,  m.d. 
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ORTHOPAEDIC  SURGERY 


AN  INDIANA 
TRADITION 


ORTHOPAEDICS 

INDIANAPOLIS 

Excellence  in  Full  Service  Orthopaedics  Since  1962 

Joint  Reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening  & 
Deformity  Correction 
Musculoskeletal  Rehabilitation 
Electrodiagnosis 


Orthopaedic  Surgeons 
Anthony  R.  Lasich,  M.D. 

William  O.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

David  S.  Brokaw,  M.D. 

David  M.  Kaehr,  M.D. 

Carlos  R.  Berrios,  M.D. 

G.  Scott  Bowen,  M.D. 

Michael  P.  Shea,  M.D. 

Michael  L.  Kramer,  M.D. 

Scott  A.  Lintner,  M.D. 

John  W.  Dietz,  Jr.,  M.D. 

David  G.  Schwartz,  M.D. 

Timothy  G.  Weber,M.D. 

Gregory  P.  Nicholson,  M.D. 

Timothy  E.  Dicke,  M.D. 

Physical  Medicine  & Rehabilitation 

Robert  C.  Gregori,  M.D. 

Bianca  S.  Ainhom,  M.D. 

John  R.  McLimore,  M.D. 

Richard  Kiang,  M.D. 


ORTHOPAEDICS  INDIANAPOLIS 

1801  North  Senate  Blvd 
Suite  200 

Indianapolis,  In  46202 
317-923-5352 
1-800-223-3381 
Fax  317-924-01 15 


Indianapolis  Eagle  Highlands  Danville  Greencastle 
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Columbus  Spine  S Neurosurgery  Servicesj  P.C. 

Daria  Schooler,  R.Ph.,  M.D.* 

‘Graduate  - Indiana  University  School  of  Medicine 
Neurosurgery  Residency  - Cleveland  Clinic  Foundation 
Pediatric  Neurosurgery  Training  - Primary  Children's  Medical  Center,  Salt  Lake  City,  Utah 
Clinical  Assistant  Professor  of  Neurosurgery  - Indiana  University  School  of  Medicine 


EXCELLENCE  IN  NEUROSURGICAL  CARE  FOR  SOUTHERN  INDIANA 


Comprehensive  Management  of  Neurosurgical  Disorders  including 

• Central  Nervous  System  Tumors 

• Cerebrovascular  Disease 

• Pituitary  Tumors 

• Cervical  and  Lumbar  Degenerative  Spinal  Disease 

• Trigeminal  Neuralgia 

• Carpal  Tunnel  Syndrome 


Utilizing  State-of-the-Art  Techniques  including: 

• Microneurosurgery 

• Computer  Assisted  Stereotactic  Surgery 

• Contact  Nd-YAG  Laser 

• Spinal  Instrumentation 

• ICP  Monitoring 

• Neuroendoscopy 


j" '' 


J?  ■■•:w5S?5- 


Appointments  Scheduled  by  Physician  Referral 
2675  Foxpointe  Drive,  Suite  B • Columbus,  IN  47203-3222 
812-375-0000  • Toll  Free  1-800-375-0636  • FAX  812-375-0711 
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AN AT0MIC  PATHOLOGY 


Anatomic 

Pathology 

Associates 


Surgical  biopsy  interpretation 

Hematopathology 

Fine  needle  aspiration  biopsy,  by 
appointment 

Fine  needle  aspiration  biopsy 
interpretation 

Extragenital  cytology 

24  hour  consultation  available 

College  of  American  Pathologists 
accredited 


Contract  participation  in  most 
regional  and  national  insurance 
programs 

Accept  Medicare  and  Medicaid 
assignment 

Mailer  kits  and  courier  service 
available 


FOR  MORE  INFORMATION: 


Call  our  Client  Service  Representative  at 

317/  484-5700  or  toll  free  at  1 -800-658-0099 

5940  West  Raymond  St,  Indianapolis,  IN  46241 


Diplomates 
of  the 

American  Board 
of  Pathology 

Garry  L.  Bolinger,  M.D. 
Isabelle  A.  Buehl,  M.D. 
Steven  A.  Clark,  M.D. 
Janice  K.  Fitzharris,  M.D.,  Ph.D. 
Robin  A.  Helmuth,  M.D. 
Robert  R Hooker,  M.D. 
Richard  0.  McClure,  M.D. 

F.  Donald  McGovern,  Jr.,  M.D. 
T.  Max  Warner,  M.D. 
Edward  R.  Wills,  M.D. 
Ralph  F.  Winkler,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  Medicine, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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■alliance  report 


Valerie  Gates 

ISM  A Alliance  president 

T* he  ISMA  Alliance  annual 
convention  was  well  attended  by 
delegates  representing  20  of  our  24 
organized  counties.  Twelve  past 
ISMA  Alliance  presidents  also 
attended.  Activities  for  the  conven- 
tion included  a luncheon  cer- 
emony to  remember  those  Alliance 
members  who  had  died  during  the 
past  year,  a workshop  on  grief 
with  Dr.  Clifford  Kuhn,  installa- 
tion of  the  new  officers,  remarks 
by  Sharon  Scott,  AMA  Alliance 


president,  a time  to  share  ideas  for 
membership,  incoming  and 
outgoing  board  meetings  and  the 
presentation  by  the  county  presi- 
dents of  their  county  alliance 
programs  and  projects. 

The  hospitality  room  high- 
lighted state  and  county  alliance 
projects  and  programs.  An  AMA- 
ERF  silent  auction  was  held.  The 
ISMA  Alliance  welcomed  all 
society  members  to  view  the 
displays. 

ISMA  Alliance  members 
would  like  to  thank  the  ISMA  and 
staff  for  all  of  their  support.  We  are 
encouraged  when  we  see  all  that 


has  been  accomplished  for  our 
physician  families  this  year. 

Alliance  members  are  prepar- 
ing a Medicine  Day  program  and  a \ 
Support  Focus  Workshop  for  the  | 
spring  meeting.  We  plan  to  have  i 
all  legislative  phone  trees  active 
during  the  legislative  session.  We 
appreciate  the  updates  from  the 
staff  of  the  ISMA  Government 
Relations  Department.  The  more 
informed  we  become,  the  more 
help  we  can  provide  our  member- 
ship. 

We  look  forward  to  our 
continued  working  relationship.  □ 


INDIANA  STATE 

IC  AL 

lATION 

CE 


Ann  Wrenn,  AMA  Alliance  secretary,  of  Bloomington, 
and  Valerie  Gates,  ISMA  Alliance  president,  of 
Valparaiso  prepare  to  install  next  year's  officers. 


From  left  - Phyllis  Walker,  Bloomington;  Laurel 
Weddle,  Columbus;  Fran  Foster,  Fort  Wayne;  Cheryl 
Haslitt,  Muncie;  Patty  Lackey,  Evansville;  and  Ann 
Wrenn,  Bloomington,  during  the  installation  of 
officers. 
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Hummers  were  not  designed  for  the  masses.  They  were,  instead,  designed 
to  meet  the  needs  of  the  U S Armed  Forces  Yet,  the  civilian  Hummer  is 
more  than  capable  of  navigating  aty  streets  or  the  bank  drive  through 


X * 5*  NT  O 'T  FOR  R F ES  R IT  O M R 


It's  not  a car. 


C!  O M[  F O RT  1 N G 9 X S N * T*  IT? 


It's  not  a truck.  It's  vehicle  can.  A vehicle  capable  of  navigating  any 


not  another  4X4.  It's  not 
what  all  the  neighbors  will  be 
driving.  It's  a Hummer.  A street-legal  vehicle 
designed  to  go  places  and  do  things  no  other 


Call  Brian  Moffitt, 

Hummer  Product  Manager  at 

(317)  882-8425 

1250  US  31  South  • Greenwood,  IN 


terrain  the  world  has  to  offer  (including  the 
highway).  In  a cookie- 
cutter,  me-too  world. 
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■cme  calendar 


Reid  Hospital 

Reid  Hospital  and  Health  Care 
Services  in  Richmond  will  present 
an  evening  seminar  on  ''Occupa- 
tional Health"  Feb.  20. 

For  additional  information, 
call  Marie  Hopper  at  (317)  983- 
3112. 

St.  Mary's  Medical  Center 

St.  Mary's  Medical  Center  in 
Evansville  will  present  the  Annual 
G.I.  Seminar  on  "Motility  Disor- 
ders" Feb.  29  at  1 p.m. 

For  registration  information, 
call  (812)  485-4468. 

St.  Vincent  Hospitals 

St.  Vincent  Hospital  and  Flealth 
Services  in  Indianapolis  will 
present  these  CME  courses: 

Mar.  15  - Emergency  Room 

Physicians  Seminar, 
location  to  be  an- 
nounced, Indianapo- 
lis. 

Apr.  27-28-  14th  Annual  Spring 
Seminar  in 
Dermatopathology  - 
"Compare  Your  Di- 
agnoses with 
Bernie's,"  St.  Vincent 
Hospital  Cooling 
Auditorium,  India- 
napolis. 

May  10  - Progress  in  Cardiol- 

ogy IX,  Westin  Ho- 
tel, Indianapolis. 

For  more  information,  call 
Beth  Hartauer,  (317)  338-3460. 

Indiana  University 

The  Indiana  University  School  of 
Medicine  will  present  the  follow- 
ing CME  courses: 

Feb.  16  - Violence  and  Mental 

Illness. 

Feb.  24-25  - Indiana  Society  of 
Anesthesiologists. 


Mar.  1 


Mar.  2 
Mar.  15-16- 


Apr.  13-14- 
Apr.  29  - 


Prescription  Writing 
and  Controlled  Sub- 
stances. 

Introduction  to 
Neuropathology. 
Thoracoscopy  Work- 
shop for  Pulmonary 
Physicians,  Indiana 
University  School  of 
Medicine  Library, 
Indianapolis. 
Dermatopathology. 
20th  Annual  del 


May  10  - 


Regato  Lecture. 
Hemostasis  in 
Cardiothoracic  Sur- 


gery- 

May  17  - New  Horizons  in 

Medicine. 

June  6-7  - ASCO. 

All  courses  will  be  presented 
at  the  University  Place  Conference 
Center  and  Hotel  in  Indianapolis 
unless  otherwise  noted.  For  more 
information,  call  (317)  274-8353. 


Washington  University 

Washington  University  School  of 
Medicine  will  present  these  CME 
courses: 

Mar.  13-15-  Annual  Refresher 
Course  and  Update 
in  General  Surgery. 
Mar.  21-22-  Clinical  Pulmonary 
Update. 

Mar.  30  - Cardiopulmonary 

Bypass  & Coagula- 
tion Deficiencies  for 
Surgeons. 

All  courses  will  be  held  at  the 
Washington  University  Medical 
Center  in  St.  Louis.  Por  more  in- 
formation, call  1-800-325-9862. 


University  of  Michigan 

The  University  of  Michigan  Medi- 
cal School  will  sponsor  these  CME 
courses: 

Feb.  25-  Radiology  in  the 


Mountains,  i 

Snowmass,  Colo.  I 

Feb.  28-  Advances  in  the  i 
Mar.  2 - Management  of  In- 
fectious Diseases:  I 

Winter  Update, 

South  Seas  Planta- 
tion, Captiva  Island, 
Fla. 

Mar.  6 - Rapid  Response  to 

Myocardial  i 

Infarction,  Laurel 
Manor  Conference  | 

Center,  Livonia, 

Mich.  I 

Mar.  10-14-  Radiology  in  the  | 

Desert  - Practical 
Aspects  of  Radiology  1 
and  Imaging,  |i 

Marriott's  Camel-  ' 
back  Inn  Resort,  Golf  | 
Club  & Spa, 

Scottsdale,  Ariz. 

Mar.  12-16-  Family  Practice  1996: 
20th  Annual  Spring  I 
Review  Course, 
Towsley  Center,  Ann  . 
Arbor,  Mich.  I 

Mar.  22  - Applied  Clinical  j 

Informatics  Sympo- 
sium: Topics  on  In-  ! 
formation  Systems  of  j 
Immediate  Impor- 
tance for  the  Practic- 
ing Clinician,  | 

Towsley  Center,  Ann  i 
Arbor,  Mich. 

Mar.  28-29-  Challenges  and 

Changes  in  Obstet- 
rics and  Gynecology, 
Towsley  Center,  Ann 
Arbor,  Mich. 

Mar.  30  - Transvaginal  Ultra- 

sound Workshop, 
Towsley  Center,  Ann 
Arbor,  Mich. 

To  register,  call  Vivian  Woods 
at  (313)  763-1400.  □ 
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LIFELINES 

CHILDREN'S  HOSPITAL 


Specializing  in  the  care  of  children. 

• Head  Injuries 

• Spinal  Cord  Injuries 


• Bronchopulmonary 
Dysplasia 


• Ventilator  Care 


• Juvenile  Rheumatoid 
Arthritis 


• Burns 

• Neonatal  Program 

• Cerebral  Palsy  Clinic 


Feeding  Disorders 


♦ Outpatient  Therapies 
{Occupational,  Physical,  and 
Speech  Therapies  Available) 


# 


CHILDREN'S 


HOSPITAL 


Joint  Commislon 

iOnACin^ltitlvn  of  HoaMton  Organlatlom 


1707  W.  86th  St 
P.O.Box  40407 

I lndianapolisJN46240*0407 

I 317-872-0555 

I Fax  317-471-0058 


The  Commission 

on  Accro(ftt»lion  of  Rohab/tution  faditfes 


GEOBUSi 

Compute: 


m 


•Is  your  hardware  catching  up  with  the  software? 

•Is  your  software  the  best  suited  for  your  business? 

•Do  your  computers  operate  with  the  highest  efficiency? 
•Are  you  familiar  with  the  client/server  concepts, 
and  how  it  can  make  your  data  work  better  for  you? 


SOWnON  PROVIDER 


NOVELL 

Computers 


You  don’t  have  to  be  a computer  expert  to  take  all  the 
advantages  of  the  latest  technology.  Just  give  us  a call. 
We  have  the  answer  for  you! 


Printers  • Software  • LANs  • WANs  • Custom  Applications 


A Complete  N^wgrk  Solution 

, y,.  A' j s y 


Service 


•Systems  {Integration-^4^««J^^^ 


Database  Design  and  Implementation 
.'.♦Microsoft  Access 


:^*yisuar' Basic  5;:  r"  ' 


;/'L' 


For  a FREE  network  analysis  and  consultation 


Microsoft 


call  (317)  767-9690 


Microsoft 


CERTIFIED  PROFESSIONAL 


CERTIFIED  PROFESSIONAL 


Product  Specialist 


Our  Certified  Systems  Engineers  will  find 
the  best  solutions  for  all  your  computer  needs. 


Systems  Engineer 
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■news  briefs 


Three  Indiana  hospitals  listed 
among  top  100 

Wishard  Memorial  Hospital  in 
Indianapolis,  St.  Mary's  Medical 
Center  in  Evansville  and  Deacon- 
ess Hospital  in  Evansville  were 
judged  among  the  country's  best 
hospitals  at  delivering  clinical  care 
while  making  a profit,  according  to 
a recent  analysis  of  nearly  4,000 
acute  care  hospitals. 

Modern  Healthcare,  a healthcare 
business  news  weekly  magazine, 
armounced  the  results  of  the  study, 
which  listed  100  hospitals  judged 
on  financial  management,  opera- 
tions and  clinical  outcomes.  The 
analysis  was  done  by  HCiA,  a 
Baltimore-based  healthcare 
information  company,  and  Mercer, 
a New  York-based  human  re- 
sources management  consulting 
firm. 

Wishard  made  the  list  for  the 
third  straight  year  and  St.  Mary's 
for  the  second  time.  This  was  the 
first  time  Deaconess  was  listed. 

Free  telephone  service 
offers  HIV  information 

HIV /AIDS  Treatment  Information 
Service  (ATIS)  is  a free  telephone 
reference  service  for  health  care 
providers  and  people  living  with 
HIV  disease.  Reference  specialists 
answer  questions  about  the  latest 
treatment  options,  provide  cus- 
tomized database  searches  and 
link  callers  to  other  HIV /AIDS 
information  resources. 

Through  the  service,  callers 
can  acquire  copies  of  the  latest 
federally  approved  treatment 
guidelines  including: 

• Recommendations  for  HIV 

Counseling  and  Voluntary 

Testing  for  Pregnant  Women. 

• Guidelines  for  the  Prevention 


of  Opportunistic  Infections  in 
Persons  Infected  with  HIV. 

• Study  results  concerning  the 
Anti-HIV  Therapy  which 
Lowers  Risk  of  AIDS,  Death  in 
Patients  with  Intermediate- 
Stage  HIV  Disease. 

The  treatment  service  recently 
developed  the  Glossary  of  HIV- 
AIDS-Related  Terms  to  help 
people  understand  the  technical 
terms  related  to  HIV,  its  associated 
treatments  and  the  medical 
management  of  related  conditions. 

The  information  service  is 
offered  through  the  GDC  National 
AIDS  Clearinghouse. 

To  receive  a free  copy  of  the 
glossary  or  obtain  other  informa- 
tion, call  1-800-HIV-0440  or  send 
an  e-mail  to 

atis@cdcnac.aspensys.com. 

Indiana  Hand  Center 
to  develop  network 

The  Indiana  Hand  Center,  based  in 
Indianapolis,  has  finalized  an 
agreement  with  VIVRA,  a national 
specialty  health  care  company,  to 
develop  VIVRA-Orthopaedics,  an 
orthopaedic  specialist  network. 

VIVRA-Orthopaedics  will 
focus  on  the  development  of 
networks  of  orthopaedists  to 
establish  provider-payer  relation- 
ships for  specialist  care.  The 
premise  is  to  proactively  present 
comprehensive  orthopaedic 
management  services  to  health 
insurance  and  workers'  compensa- 
tion payers  and  primary  care 
physicians  with  risk  contracts  or 
gatekeeper  responsibilities. 


Hospital  and  health  care 
mergers,  affiliations  j 

This  list  briefly  summarizes  recent 
news  of  mergers,  acquisitions  and 
affiliations  of  hospitals  and  other 
medical  institutions.  The  informa- 
tion is  reprinted /rom  Indiana  | 

Economic  Log  with  permission  of  , 

NBD  Bank,  which  compiles  the  list  I 

from  newspaper  stories.  | 

• Healthcare  Specialists  of  North  i 

Central  Indiana  is  a new 
alliance  of  30  physicians  i 

formed  in  Lafayette.  Its  ^ 

primary  goal  is  to  provide  , j 
statistics  for  doctors'  contracts  , 
with  insurance  companies,  and  I I 
its  secondary  purpose  is  to  ^ 
assist  new  doctors  coming  into 
the  area.  | 

• Hobart-based  Ancilla  Systems  , 

plans  to  consolidate  its  ^ ' 

Michiana  Community  Hospi- 
tal in  South  Bend  and  its  St. 
Joseph  Hospital  in  Mishawaka  i 
and  rename  them  St.  Mary 
Community  Hospital  in  South 
Bend  and  St.  Joseph  Commu- 
nity Hospital  in  Mishawaka. 
Ancilla  Systems  is  creating  a 
new  regional  health  care  ' 

organization  called  Ancilla  1 

Health  Care,  which  includes  j 

the  two  hospitals;  Edison 
Lakes  Medical  Center,  Linden 
Vale  Hospital  and  Healthy  | 

Eamily  Center  in  Mishawaka; 
and  23  Medical  Park  Plaza  and 
Pregnancy  Clinic  of  Urbancare 

in  South  Bend. 

• Wabash  County  Hospital  has 
discontinued  its  previously 
announced  plans  to  affiliate 
with  the  regional  health  care  ' 
system  that  Parkview  Memo- 
rial Hospital  in  Port  Wayne  is 
attempting  to  establish  with 
outlying  community  hospitals. 
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Ouer  the  years, 
physicians  throughout  Indiana 
haue  enperienced  the  trust,  confidence 
and  cooperation  that  are  apparent  in  the  professional 
relationships  & seruices  of  Industrial  Rehahilitation  Associates. 

This  partnership  philosophy  prevails  because  of  IRA’s  work  ethic  and  its 
highly-trained  management  and  clinical  staff,  who  are  experts  in  the  fields 
of  physical  and  occupational  therapy  and  industrial  injury  management. 

The  primary  physician  is  always  kept  well-informed  and  up-to-date 
on  patient  progress  from  the  first  consultation  to  final  discharge. 

Find  out  for  yourself  why  “Physician-Approved” 
is  our  most  sought-after  recognition. 


Industrial  Rehabilitation 

Associates,  Inc. 

“Our  Place  - Serving  Your  Rehabilitation  Needs” 

3764  West  Morris  Street  Indianapolis,  IN  46241 


1 31 7 247  7650  Toll-free  1-800-339-3557 


Explore 


the  opportunities. 


I-/eonardo  da  Vinci  did  — everything  from 
flight  to  anatomy  — expanding  his  knowl 
edge  and  potential.  Think  what  he  might 
have  accomplished  in  today’s  world  of 
high  technology. 


If  you’re  a Family  Practitioner, 
Physician  Assistant,  or  Physical 
Therapist,  explore  the  high-tech 
world  of  Air  Force  medicine  — a 
world  where  professionals  work 
hand-in-hand  giving  patients  the 
best  care  possible  without  concern 
for  the  patient’s  ability  to  pay. 

You’ll  enter  a ready-made  practice 
with  none  of  the  start-up  and  profes 
sional  liability  insurance  expenses. 


Y ou  can  explore  opportunities  for  advanced 
education  to  keep  you  abreast  of  new 
ideas  in  your  field. 


And  chances  are  good  you’ll  have 
more  time  to  spend  with  family 
and  friends,  or  to  pursue  ahobby. 
Plus,  there  are  opportunities  for 
you  to  explore  other  countries 
and  cultures.  You’ll  also  have 
the  prestige  of  being  an  Air 
Force  officer  and  the  pride  of 
serving  your  country. 


For  more  information,  call 
-800-423-USAF.  Or  send  your  CV 
to  HQ  US AFRS/RSH,  Randolph  AFB 
TX  78150-5421. 


AIM  HIGH 
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David  H.  Brewer,  M.D. 

Dr.  Brewer,  64,  former  Taylor 
University  Health  Center  physi- 
cian, died  Oct.  6, 1995,  at  his  home 
in  Hartford  City. 

He  was  a 1965  graduate  of  the 
University  of  Michigan  Medical 
School. 

Dr.  Brewer  established  a 
general  practice  in  Hartford  City 
and  Upland  in  1987  and  was  on 
staff  at  the  Blackford  County 
Hospital.  He  was  the  Taylor 
University  Health  Center  physi- 
cian from  1988  to  1993.  An  or- 
dained United  Methodist  minister. 
Dr.  Brewer  had  served  as  a medi- 
cal missionary  in  Nigeria  and 
Haiti. 

Clyde  G.  Culbertson,  M.D. 

Dr.  Culbertson,  89,  a medical 
researcher,  educator  and  philan- 
thropist, died  Sept.  27, 1995,  at  the 
Four  Seasons  Health  Care  Center 
in  Columbus,  Ind. 

He  was  a 1931  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Culbertson  had  been 
professor  and  chair  of  the  Depart- 
ment of  Clinical  Pathology  at  the 
lU  Medical  Center,  director  of  the 
laboratory  of  hygiene  at  the 
Indiana  State  Board  of  Health,  a 
founder  and  director  of  the 
Indianapolis  American  Red  Cross 
Blood  Donor  Center  and  director 
of  biological  research  at  Eli  Lilly  & 
Co.  He  was  instrumental  in 
commercial  development  of  the 
Salk  polio  vaccine,  a safer  rabies 
vaccine  and  the  antibiotic  erythro- 
mycin. He  discovered  that  free 
living  amebae  could  infect  the 
brains  of  experimental  animals 
and  humans.  One  species  of  these 
amebae,  Acanthamoeba  culbertsoni, 
was  named  in  his  honor.  After 
retiring  from  Lilly  in  1970,  he 
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continted  research  on  free  living 
amebae  in  a Lilly  laboratory  in 
Wishard  Hospital  in  Indianapolis 
and  m a laboratory  in  his  Nash- 
ville, Ind.,  home.  He  endowed  the 
Culbertson  Chair  of  Pathology 
Education  in  the  lU  School  of 
Medicine  to  strengthen  the  educa- 
tion of  medical  students  and 
provided  leadership  support  for 
another  endowed  chair.  Dr. 
Culbertson  was  a founding  fellow 
of  the  College  of  American  Pa- 
thologists and  served  as  president 
of  the  American  Society  of  Clinical 
Pathologists. 

Bernard  E.  Edwards,  M.D. 

Dr.  Edwards,  81,  a South  Bend 
anesthesiologist,  died  Oct.  21, 

1995,  at  St.  Joseph's  Medical 
Center  in  South  Bend. 

He  was  a 1941  graduate  of  the 
Loma  Linda  University  School  of 
Medicine. 

Dr.  Edwards  was  a member  of 
the  American  Society  of  Anesthesi- 
ologists, the  International  Anesthe- 
sia Research  Society,  the  American 
and  Midwest  pain  societies,  the 
American  Academy  of  Pain 
Medicine  and  the  American 
Academy  of  Pain  Management.  He 
was  a founding  member  of  the 
International  Association  for  the 
Study  of  Pain  and  a past  president 
of  the  Indiana  Academy  of  General 
Practice. 

Harley  F.  Flannigan,  M.D. 

Dr.  Flannigan,  86,  a retired 
LaGrange  family  physician,  died 
Oct.  19, 1995,  at  Parkview  Memo- 
rial Hospital  in  Fort  Wayne. 

He  was  a 1931  graduate  of  the 
University  of  Tennessee  Center  for 
Health  Sciences. 

Dr.  Flannigan  moved  to 
LaGrange  from  Hobart  in  1937. 


Emory  D.  Hamilton,  M.D. 

Dr.  Hamilton,  81,  a Fort  Wayne 
anesthesiologist,  died  Oct.  5, 1995, 
at  Woodview  Health  Care  in  Fort 
Wayne. 

He  was  a 1940  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Hamilton  had  served  as 
president  of  the  St.  Joseph  Medical 
Center  staff  and  of  the  Indiana 
Society  of  Anesthesiologists.  He 
retired  in  1982. 

Maurice  Kaufman,  M.D. 

Dr.  Kaufman,  77,  an  Indianapolis 
internist,  died  Sept.  20, 1995. 

He  was  a 1943  graduate  of  the 
Johns  Hopkins  University  School 
of  Medicine  and  served  as  a 
captain  in  the  Army  Medical 
Corps  from  1944  to  1946. 

Dr.  Kaufman  was  in  private 
practice  in  Bridgeport,  Conn.,  from 
1948  to  1975  and  served  as  medical 
director  at  Community  Health 
Plan  in  Bridgeport.  He  was  an 
instructor  at  Yale  University 
School  of  Medicine  and  then 
served  as  an  assistant  professor  at 
the  Indiana  University  School  of 
Medicine  from  1977  until  his 
death.  He  had  been  affiliated  with 
Wishard  Memorial,  Methodist, 
Winona  Memorial  and  Commu- 
nity hospitals  in  Indianapolis.  Dr. 
Kaufman  was  medical  director  at 
Metro  Health  Plan  in  Indianapolis 
from  1976  to  1989,  when  he  retired. 
He  was  a member  of  the  board  and 
president  of  the  Central  Indiana 
Council  on  Aging  from  1977  until 
his  death.  He  received  the  1989 
George  Davis  Award  of  the 
Interfaith  Fellowship  on  Religion 
and  Aging  for  noteworthy  support 
and  advocacy  of  programs  de- 
signed to  meet  the  needs  of  older 
persons. 
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Larry  P.  Kays,  M.D. 

Dr.  Kays,  52,  an  Evansville  neu- 
rologist, died  Nov.  10, 1995.  He 
previously  lived  in  Indianapolis. 

He  was  a 1968  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
the  Vietnam  War. 

Dr.  Kays  was  on  the  staff  at  St. 
Mary's  Medical  Center  and 
Deaconess  Hospital  in  Evansville. 

Stewart  B.  Kephart,  M.D. 

Dr.  Kephart,  78,  a Bluffton  obstetri- 
cian / gynecologist,  died  Oct.  15, 
1995. 

He  was  a 1943  graduate  of  the 
University  of  Pennsylvania  School 
of  Medicine  and  an  Army  veteran 
of  World  War  II. 

Dr.  Kephart  was  on  the  staff  of 
the  Caylor-Nickel  Medical  Center 
in  Bluffton  from  1951  to  1989.  He 
founded  the  clinic's  department  of 
obstetrics  and  gynecology,  which 
he  chaired  for  38  years.  He  was  a 
feUow  of  the  American  Board  of 
Obstetricians  and  Gynecologists 
and  a fellow  of  the  International 
College  of  Surgeons.  He  had 
served  as  president  of  the  Indiana 
Society  of  Obstetricians  and 
Gynecologists  and  as  past  director 
emeritus  of  the  Indiana  Division  of 
the  American  Cancer  Society.  He 
was  a member  of  the  American 
Association  for  Maternal  and 
Infant  Health,  the  American 
Fertility  Society  and  the  American 
Geriatrics  Society. 

Ivan  T.  Lindgren,  M.D. 

Dr.  Lindgren,  63,  an  Aurora  family 
physician,  died  Nov.  8, 1995,  at  his 
home. 

He  was  a 1957  graduate  of  the 
University  of  Illinois  College  of 
Medicine  and  served  m the  U.S. 

Air  Eorce  from  1959  to  1961. 

Dr.  Lindgren,  who  had  a 
practice  in  Aurora  for  25  years. 


served  as  the  Dearborn  County 
health  officer  since  1971.  He  was 
medical  director  at  many  area 
nursing  homes  and  performed  all 
the  physical  exams  for  South 
Dearborn  Pee  Wee  Eootball.  Dr. 
Lindgren  had  been  a physician 
with  the  student  health  service  at 
Miami  University  in  Oxford,  Ohio, 
and  was  director  of  clinical  devel- 
opment at  Hoechst  Pharmaceutical 
Co.  in  Cincinnati. 

Georgianna  Lutz,  M.D. 

Dr.  Lutz,  97,  a Hobart  family 
physician,  died  Oct.  16, 1995,  at 
Lincolnshire  Health  Center  in 
Merrillville. 

She  was  a 1924  graduate  of  the 
General  Medical  College  in 
Chicago,  111. 

Dr.  Lutz  was  a Gary  area 
physician  for  67  years  and  was  a 
staff  member  of  Ameritus  at  St. 
Mary  Medical  Center  and  Method- 
ist Hospitals  in  Lake  County.  She 
was  a member  of  member  of  the 
American  Academy  of  Family 
Physicians  and  the  American 
Medical  Women's  Association. 

George  B.  McAleese,  M.D. 

Dr.  McAleese,  72,  a retired  Terre 
Haute  surgeon,  died  Sept.  9, 1995, 
at  St.  Francis  Hospital  in  India- 
napolis. 

He  was  a 1946  graduate  of  the 
University  of  Pittsburgh  School  of 
Medicine. 

Dr.  McAleese  was  affiliated 
with  Union  and  Regional  hospitals 
in  Terre  Haute  and  had  been  on 
staff  at  the  student  health  center  at 
Indiana  State  University. 

Linus  J.  Minick,  M.D. 

Dr.  Minick,  74,  a Churubusco 
family  physician,  died  Nov.  3, 

1995,  at  St.  Joseph  Medical  Center 
in  Fort  Wayne. 

He  was  a 1951  graduate  of  the 


Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Minick  practiced  m 
Churubusco  from  1952  to  1993.  He 
had  served  as  president  of  the  St. 
Joseph  Medical  Center  staff  and  as 
an  assistant  clinical  professor  m 
Indiana  University's  Department 
of  Family  Practice.  He  was  a 
diplomate  of  the  American  Acad- 
emy of  Family  Physicians. 

Adolph  C.  Predd,  M.D. 

Dr.  Predd,  88,  a retired  LaPorte 
family  physician  and  surgeon, 
died  Aug.  29, 1995,  at  LaPorte 
Hospital. 

He  was  a 1936  graduate  of  the 
Loyola  University  Stritch  School  of 
Medicine. 

Dr.  Predd  was  in  practice  for 
more  than  50  years,  retiring  in 
1985.  He  was  a past  president  of 
the  LaPorte  County  Medical 
Society  and  was  affiliated  with 
LaPorte,  Holy  Family  and 
Fairview  hospitals. 

William  J.  Stangle,  M.D. 

Dr.  Stangle,  89,  a Bloomington 
radiologist,  died  Oct.  17, 1995. 

He  was  a 1931  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II. 

Dr.  Stangle  was  the  founder  of 
Southern  Indiana  Radiological 
Associates.  He  served  on  the  staffs 
of  Bloomington  Hospital  and 
Dunn  Memorial  Hospital  in 
Bedford  and  was  a member  of  the 
board  of  directors  of  Blue  Cross 
and  Blue  Shield  of  Indiana. 

John  R.  Van  Kirk,  M.D. 

Dr.  Van  Kirk,  75,  a West  Lafayette 
family  physician,  died  Nov.  3, 

1995,  at  his  home. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
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Medicine  and  a U.S.  Army  veteran. 

Dr.  Van  Kirk  had  practiced  in 
West  Lafayette  since  1961  and 
previously  practiced  in  Burlington. 
He  had  served  as  regional  medical 
director  for  the  Lake  Central  office 
of  State  Farm  Insurance  Co., 
medical  examiner  at  the  Indiana 
Veterans  Home,  medical  director 
of  Tecumseh  Area  Planned  Parent- 


hood and  city  health  officer  for 
West  Lafayette. 

Roland  E.  Weitzel,  M.D. 

Dr.  Weitzel,  78,  a retired  family 
physician  and  surgeon  in 
Princeton,  died  Oct.  15, 1995,  at 
Gibson  General  Hospital. 

He  was  a 1943  graduate  of 
Hahnemann  University  School  of 


Medicine  and  a U.S.  Army  Medical 
Corps  veteran  of  World  War  II. 

Dr.  Weitzel  had  practiced  in 
Princeton  for  35  years  and  served 
as  chief  of  the  medical  staff  at 
Gibson  General  Hospital.  He  was  a 
member  of  the  American  Academy 
of  Abdominal  Surgeons  and  the 
American  Academy  of  Family 
Physicians.  □ 
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1996  International 
Conference  on 
Physician  Health 


February  7-10, 1996 

Sheraton  San 
Marcos  Hotel 
Chandler,  Arizona 


For  additional 
information  on  how 
to  register  for  this 
important  Confer- 
ence 

Write,  call  or  fax: 
International 
Conference  on 
Physician  Health , 
American  Medical 
Association,  515  N. 
State  Street, 
Chicago,  IL,  60610, 
800  621-8335, fax: 
312  464-5826. 


Uncertain  Times:  Preventing 
Illness,  Promoting  Wellness 

Sponsored  by  the  American  Medical  Association,  the  Canadian 
Medical  Association,  the  Federation  of  State  Medical  Boards,  the 
Federation  of  Medical  Licensing  Authorities  of  Canada,  the 
Federation  of  State  Physician  Health  Programs 

In  cooperation  with  the  American  Society  of  Addiction  Medicine 
and  the  Society  for  Professional  Well-Being 

A New  Focus... 

In  these  times  of  uncertain  economic  forces  and  rapidly  advancing 
scientific  knowledge,  the  stresses  of  keeping  one's  practice 
current  and  financially  viable  exact  their  toll  on  physicians. 
Physician  health  now  includes  a broad,  pro-active,  preventive 
approach  of  reducing  all  types  of  physician  health  problems  and 
offering  assistance  before  there  is  actual  impairment. 

Keep  Current  on  the  latest  Scientific,  Clinical  and 
Educational  Approaches! 

Presentations  dealing  with  all  aspects  of  physician  health, 
including  issues  of  well-being,  impairment,  disability,  treatment, 
prevention  and  education  are  to  be  considered  during  the  Confer- 
ence. Topics  of  particular  interest  include:  coping  with  changing 
economic  practice  circumstances;  personal  and  professional 
stress  and  physician  health;  epidemiologic  data;  sexual  boundary 
violations  and  other  interpersonal  problems;  violence  and  physi- 
cians; women,  elderly,  minority,  gay/lesbian,  and  other  identified 
populations,  among  other  issues. 

Key  Note  Speakers  will  include: 

Frances  Conley,  MD  - "Ruminations  of  an  Academic 
Maverick" 

Leah  Dickstein,  MD-  "Preparing  Our  Trainees  for  Healthy 
Living" 

Ronald  Shallow,  MD  - "Diagnosis  vs.  Disability:  Legal  and 
Clinical  Issues" 

Pre-Conference  Institutes  will  include: 

Update  on  Chemical  Dependency:  Edward  Senay,  MD,  - Cocaine; 
Robert  Swift,  MD,  PhD  - Current  Pharmacologic  Management 
Strategies;  Norman  Miller,  MD,  - Assessment  and  Management  of 
Dual  Diagnosis 

Update  on  Psychiatry:  MorXor\  Silverman,  MD,  - Suicide;  Dominic 
Ciraulo,  MD  - Newer  Antidepressant  Drugs  and  Drug  Strategies; 
Eberhardt  Uhlenhuth,  MD  - Anxiety  Disorders:  Changes  in  Diag- 
noses and  Management 

Women's  Health,  1996:  Er\ca  Frank,  MD,  MPH  - Research  Needs 
and  Plans;  Carol  Scott,  MD,  MPH  - Violence  as  a Healthcare  Issue; 
Michael  F.  Myers,  MD  - Relationships  and  Other  Mental  Health 
Issues 

Recreation 

When  not  discussing  physician  health  issues,  promote  your  own 
personal  health.  You  will  find  an  18-hole  championship  golf  course, 
several  swimming  pools,  and  tennis  courts  -two  lit  for  night  play. 
Enjoy  jogging  around  the  golf  course,  bicycling  in  the  balmy 
southwestern  breeze,  horseback  riding  on  the  edge  of  town  or 
working  out  at  the  nearby  fitness  center. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


■ people 


D r.  Patrick  Anderson,  a 

Richmond  internist,  received  the 
1995  Paul  S.  Rhoads  Humanity  in 
Medicine  Award  from  Reid 
Hospital.  He  was  honored  for  his 
history  of  extraordinary  care  to 
patients,  including  giving  free 
medication  to  an  unemployed  man 
who  had  no  insurance. 

Dr.  James  W.  Hardacker  and 
Dr.  Peter  N.  Capicotto  of  The 
Spine  Institute,  with  offices  in 
Carmel  and  Beech  Grove,  have 
been  certified  by  the  American 
Board  of  Orthopaedic  Surgery.  Dr. 
Hardacker  co-authored  two  papers 
presented  at  the  1995  Scoliosis 
Research  Society  meeting  in 
Asheville,  N.C.  The  studies  were 
titled  "Loss  of  Lumbar  Lordosis  in 
Uninstrumented  Solid  Lumbar 
Fusions"  and  "Safety  and  Efficacy 
of  Isola-Galveston  Instrumentation 
and  Fusion  in  the  Treatment  of 
Neuromuscular  Spinal  Deformi- 
ties." 

Dr.  Frank  Wu,  an  Indianapolis 
allergist,  gave  a presentation  on 
"Allergic  Pollens  in  Indiana"  at  the 
annual  meeting  of  the  American 
College  of  Allergy,  Asthma  and 
Immunology  in  Dallas,  Texas.  The 
research  was  an  award-winning 
project,  and  the  poster  was  dis- 
played as  a special  exhibit  at  the 
Dallas  Museum  of  Art  during  the 
meeting. 

Dr.  Scott  D.  Gudeman  of 

Specialty  Centers  for  Orthopaedic 
and  Rehabilitative  Excellence 
(SCORE)  in  Indianapolis  spoke  on 
"Treatment  of  Plantar  Pasciitis 
with  Iontophoresis"  at  the  annual 
meeting  of  the  American 
Orthopaedic  Society  for  Sports 
Medicine  Conference  in  Toronto, 
Canada. 

Dr.  Steven  F.  Isenberg  of 
Indianapolis  was  certified  by  the 
American  Board  of  Otolaryngic 


Physician  Recognition  Award  recipients 


TT he  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


September  1995 

Armbuster,  Thomas  G.,  Fort  Wayne 
Bright,  Robert  A.  Mishawaka 
Clark,  Michael  A.,  Indianapolis 
De  La  Cotera,  Frederick  G.,  Munster 
Delbello,  Mark  W.,  Fort  Wayne 
Farr,  Jack,  Indianapolis 
Haber,  Irving  I.,  Terre  Haute 
Haerr,  Robert  W.,  Terre  Haute 
Hahn,  Richard  A.,  Indianapolis 
Hatch,  Stephen  J.,  Fort  Wayne 
Heaton,  Elton,  Madison 
Kaye,  Robert  C.,  Rensselaer 
Lee,  Thomas  M.,  Hartford  City 
Lim,  Young  S.,  Evansville 
Luce,  John  W.,  Michigan  City 
Mazdai,  Abouzarjomehr,  Connersville 
Michael,  John  M.,  Indianapolis 
Priddy,  Marvin  E.,  Fort  Wayne 
Rettig,  Arthur  C.,  Indianapolis 
Van  Hove,  Eugene  D.,  Carmel 
Yolles,  Elliott  A.,  Indianapolis 


October  1995 

Abler,  Kenneth  J.,  Rensselaer 
Banning,  Vernon  P.,  Evansville 
Czaja,  Joseph  T.,  Munster 
Galup,  Luis  N.,  South  Bend 
Hathaway,  William  H.,  Auburn 
Hogan,  Michael  A.,  Indianapolis 
Kennedy,  David  B.,  Kokomo 
Kight,  Jerry  L.,  Indianapolis 
Kobak,  Alfred  J.,  Valparaiso 
Ladowski,  Joseph  S.,  Eort  Wayne 
Larosa,  Joseph  A.,  Indianapolis 
Lewckyj,  Myron  I.,  Valparaiso 
Lucena,  Bernardo  S.,  Crown  Point 
Maxam,  Beverly  T.,  Indianapolis 
Miller,  Phillip  M.,  Greenfield 
Morera,  Julio  A.,  Evansville 
Nasr,  Suhayl  J.,  Michigan  City 
Pugh,  Newell  O.,  Indianapolis 
Schwartzman,  Ilya,  Columbus 
Sturdevant,  Frank  M.,  Valparaiso 
Sunkel,  Daniel  R.,  Lafayette 
Tharp,  Patricia  W.,  Evansville 
Wheeler,  Jeffrey  A.,  Eishers 
White,  Wayne  B.,  Connersville  □ 


Allergy.  He  spoke  on  "The  Use  of 
Interactive  Video  for  Informed 
Surgical  Consent"  at  the  American 
Medical  Writers  Association 
annual  conference  in  Baltimore, 
Md. 

Dr.  Rick  C.  Sasso,  an 
orthopaedic  surgeon  with  India- 
napolis Neurosurgical  Group,  was 
a faculty  member  at  a spinal 
instrumentation  course  sponsored 
by  the  Spinal  Science  Advance- 
ment Eoundation  in  Memphis, 
Term.  He  lectured  on  anterior 
cervical  plate  and  screw  constructs 
and  taught  the  practical  bioskills 
workshop  of  anterior  cervical 
plating. 


Dr.  Mark  G.  Richards,  a 
Carmel  family  physician,  received 
the  Distinguished  Young  Alunmus 
Award  from  Indiana  Wesleyan 
University.  He  is  a 1977  graduate 
of  Indiana  Wesleyan. 

Dr.  Jane  Howard  of  Nasser, 
Smith  & Pinkerton  Cardiology  in 
Indianapolis  spoke  on 
"Psychosocial  Aspects  of  CAD  in 
Women"  at  the  American  Medical 
Women's  Association  meeting  in 
Seattle,  Wash. 

Dr.  Michael  A.  Kuharik  and 
Dr.  J effrey  I.  Reider, 

neuroradiologists  with  Premier 
Radiology  Network  in  Indianapo- 
lis, have  passed  the  Certificate  of 
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. Added  Qualification  administered 
^ by  the  American  Board  of  Radiol- 

|ogy- 

Dr.  Alan  F.  Smith,  a patholo- 
gist from  Bedford,  received  a 
I three-year  appointment  as  cancer 
liaison  physician  for  the  hospital 
' cancer  program  at  Bedford  Re- 
^ gional  Medical  Center. 

Dr.  Andrew  J.  Vicar  of 
i'  Orthopaedics  Indianapolis  wrote 
' the  continuing  education  article  in 
' the  September  issue  of  Professional 
'■  Medical  Assistants  Journal.  His 
article  was  titled  "Casualties  of  the 
j Keyboard,  Computer  Related 
i Disorders  of  the  Upper  Extremi- 
\ ties." 

f Dr.  Frederick  M.  Kelvin,  a 

^ radiologist  with  Methodist  Hospi- 
; tal  in  Indianapolis,  was  a guest 
: faculty  member  at  a postgraduate 
i course  in  Phoenix,  Ariz.,  on 
abdominal  imaging.  He  spoke  on 
; colorectal  cancer,  small  bowel 
I obstruction,  colitis,  principles  of 
I double  contrast  studies  and  female 
I pelvic  floor  disorders, 
j Dr.  William  Beeson,  an 

1 Indianapohs  facial  plastic  and 
reconstructive  surgeon,  presented 
five  lectures  at  the  fall  scientific 
meeting  of  the  American  Academy 
of  Facial  Plastic  and  Reconstruc- 
tive Surgery  in  New  Orleans,  La. 
He  wrote  an  article  titled  "Surgical 
Management  of  the  Upper  Third  of 
the  Face"  for  the  October  issue  of 
Cosmetic  Dermatology. 

Dr.  Steven  R.  Dryden,  an 
Indianapolis  anesthesiologist,  and 
Dr.  Thomas  J.  Fischer,  an  India- 
napolis hand  surgeon,  were  named 
to  the  board  of  visitors  for  the 
College  of  Pharmacy  and  Health 
Sciences  of  Butler  University. 

Dr.  Ronald  L.  Peterson  and 
Dr.  James  S.  Robertson,  retired 
Plymouth  family  physicians,  were 
honored  for  their  combined  81 
years  of  service.  The  Marshall 

V 


County  Medical  Society,  St. 
Joseph's  Hospital  of  Marshall 
County  and  the  city  of  Plymouth 
recognized  the  physicians  at  a 
dinner. 

Dr.  Robert  W.  Haerr,  a Terre 
Haute  radiation  oncologist, 
received  the  1995  Weinbaum 
Award  from  Union  Hospital.  The 
award  is  given  annually  to  a 
member  of  the  hospital  medical 
and  dental  staff  who  has  provided 
outstanding  service  to  the  practice 
of  medicine. 

Dr.  John  C.  Johnson  of 
Valparaiso  received  the  Emer- 


gency Medical  Services  Award  for 
outstanding  contributions  in  the 
field  by  the  American  College  of 
Emergency  Physicians.  He  is  the 
administrative  medical  director  for 
the  emergency  center  for  trauma 
and  critical  care  at  Porter  Memo- 
rial Hospital. 

Dr.  Stephen  M.  Simons  of 
South  Bend  was  selected  to  serve 
on  a team  of  sports  medicine 
specialists  who  traveled  to  Austra- 
lia and  New  Zealand  to  exchange 
ideas  on  sports  medicine  issues. 

He  is  a sports  medicine  specialist 
and  faculty  member  of  St.  Joseph's 


Patrick  A.  Dolan,  M.D.,  Indianapolis,  signs  copies  of  his  book.  The  Indiana 
Roentgen  Society:  A History.  Dr.  Dolan,  who  has  held  several  offices  in  the 
Indiana  Roentgen  Society,  including  president  and  councilor  positions, 
researched  and  wrote  the  book.  The  history,  which  was  compiled  from 
minutes  and  other  available  records  of  the  society  and  from  interviews 
with  members,  covers  the  period  from  Jan.  20, 1928,  to  May  13, 1995. 
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Medical  Center's  Family  Practice 
Residency  Program. 

Dr.  Gerald  Kurlander,  an 
Indianapolis  diagnostic  radiolo- 
gist, and  Dr.  John  C.  Lowe,  an 
Indianapolis  gastroenterologist, 
received  the  1995  Community 
Hospitals  Indianapolis  Fellowship 
of  Distinguished  Physicians 
Award.  The  award  recognizes 
those  who  have  distinguished 
themselves  in  the  areas  of  educa- 
tion, research  and  patient  care. 

Dr.  Chad  C.  Lamb  of  Anderson 
was  named  a fellow  of  the  Ameri- 
can Academy  of  Family  Physi- 
cians. 

Dr.  Jeffrey  C.  Bird,  a Muncie 
family  physician,  was  named  to 
the  Delaware  County  Board  of 
Health. 

Dr.  Edward  R.  Gabovitch, 

medical  director  of  the  Arthritis 
Care  Center  at  Methodist  Hospital 
in  Indianapolis,  received  the 
Indiana  Chapter  Humanitarian 
Award  from  the  Arthritis  Founda- 
tion. 

Dr.  Franklin  K.  Beeler,  an 

Anderson  family  physician,  has 
retired  after  42  years  in  practice. 

Dr.  Randall  Braddom,  profes- 
sor and  chairman  of  the  depart- 
ment of  physical  medicine  and 
rehabilitation  at  the  Indiana 
University  School  of  Medicine, 
was  installed  as  president  of  the 
American  Academy  of  Physical 
Medicine  and  Rehabilitation. 

Dr.  Peter  F.  Kunz,  an  India- 
napolis plastic  surgeon,  donates 
his  services  at  the  Marion  County 
Juvenile  Center  for  any  youth  who 
wants  to  have  a gang  tattoo 
removed. 

William  L.  Purcell  was 

honored  by  the  Vigo-Parke- 
Vermillion  Medical  Society  for  his 
25  years  of  service  as  executive 
director  of  the  society. 


New  ISM  A members 
Romel  C.  Antolin,  M.D.,  India- 
napolis, obstetrics  and  gynecology. 

Thomas  M.  Armstrong,  M.D., 
Indianapolis,  internal  medicine. 

Ingrid  E.  Auf  derheide,  M.D., 
Columbus,  ophthalmology. 

William  M.  Bailey,  M.D., 
Jeffersonville,  cardiovascular 
diseases. 

Eric  A.  Bannec,  M.D., 
Bloomington,  internal  medicine. 

Joseph  H.  Beaven,  M.D., 
Charlestown,  internal  medicine. 

Laurence  W.  Behney,  M.D., 
Bloomington,  family  practice. 

Kambiz  Behzadi,  M.D.,  Terre 
Haute,  orthopaedic  surgery. 

Luis  F.  Bernal,  M.D.,  Gary, 
internal  medicine. 

Karl  J.  Blessinger,  M.D., 
Muncie,  clinical  pharmacology. 

Stephanie  A.  Brazus,  M.D., 
Indianapolis,  family  practice. 

Daniel  E.  Brier,  M.D.,  South 
Bend,  pediatrics. 

Paul  E.  Broderick,  D.O., 
Martinsville,  colon  and  rectal 
surgery. 

Michael  J.  Brubaker,  D.O., 
Rochester,  family  practice. 

Blandine  B.  Bustamante,  M.D., 
Fort  Wayne,  anatomic/ clinical 
pathology. 

Tim  J.  Conrad,  M.D.,  Corydon, 
ophthalmology. 

Wendy  K.  Corning,  M.D., 
Bloomington,  obstetrics  and 
gynecology. 

David  DeSantis,  M.D.,  Rich- 
mond, family  practice. 

L.  Mark  Dean,  M.D.,  Lafayette, 
radiology. 

Stephen  P.  Dewey,  M.D., 
Indianapolis,  family  practice. 

James  G.  Donahue,  M.D., 

Indianapolis,  obstetrics  and 
gynecology. 

Daniel  C.  Eby,  D.O.,  Jasper, 
orthopaedic  surgery. 


Michael  A.  Eifrid,  M.D., 
Plymouth,  obstetrics  and  gynecol- 
ogy. 

Melissa  K.  Essig,  M.D., 
Indianapolis,  pediatrics. 

Edward  P.  Fox,  M.D.,  Evans- 
ville, oncology. 

Jennifer  L.  Gage,  M.D., 
Crawfordsville,  general  surgery. 

Richard  W.  Gates  II,  M.D., 
Indianapolis,  obstetrics  and 
gynecology. 

Paul  R.  Gettinger,  M.D., 
Bremen,  family  practice. 

Prodyot  Ghosh,  M.D., 
Bloomington,  internal  medicine. 

Tali  Giveon,  M.D.,  Muncie, 
neurological  surgery. 

Norman  J.  Goldbach,  M.D., 
Richmond,  urological  surgery. 

Jeffrey  M.Goodloe,M.D., 
Indianapolis,  emergency  medicine. 

N.T.  Gopalakrishnan,  M.D., 
Terre  Haute,  internal  medicine. 

Nav  K.  Grandhi,  M.D., 
Lawrenceburg,  gastroenterology. 

MarkW.  Graves,  M.D., 
Evansville,  nuclear  medicine. 

Mark  D.  Griffith,  M.D., 
Lafayette,  physical  medicine  and 
rehabilitation. 

Salomon  Grinspan,  M.D., 
Richmond,  anatomic  pathology. 

Lisa  A.  Gulyas,  M.D.,  Fort 
Wayne,  pediatrics. 

Joseph  P.  Harmon,  M.D., 

South  Bend,  obstetrics  and  gyne- 
cology. 

Alice  M.  Hartman,  M.D., 
Seymour,  obstetrics  and  gynecol- 
ogy- 

Michele  L.  Helfgott,  M.D., 

Munster,  obstetrics  and  gynecol- 
ogy. 

Jeffrey  B.  Hiltz,  M.D.,  Muncie, 
family  practice. 

Scott  R.  Hobson,  M.D., 
Indianapolis,  ophthalmology. 

Robert  M.  Holmes,  M.D., 
Lafayette,  internal  medicine. 
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Beve  P.  House,  M.D.,  Fort 
Wayne,  emergency  medicine. 

Steven  W.  Huder,  M.D., 
Evansville,  clinical  pathology. 

Beth  E.  Ingram,  M.D.,  Rich- 
mond, diagnostic  radiology. 

Robert  M.  Irick,  M.D., 
Bloomington,  emergency  medi- 
cine. 

Frederick  L.  Jackson,  D.O., 

Fort  Wayne,  family  practice. 
Jonathan  R.  Javors,  D.O., 

|1  Schererville,  orthopaedic  surgery. 

||  Richard  M.  Johnston  II,  M.D., 
ji  Fort  Wayne,  anesthesiology. 

I Tracy  A.  Kangas,  M.D., 

Munster,  ophthalmology. 

I Daniel  P.  Kellar,  M.D.,  Terre 

I Haute,  family  practice. 

I Alan  Koester,  M.D.,  Lafayette, 

!l  orthopaedic  surgery,  hand  sur- 

I gery- 

1 Mark  B.  Lampert,  M.D.,  South 

-i  Bend,  cardiovascular  diseases. 
Chong  C.  Lee,  M.D.,  St.  John, 
thoracic  surgery. 

Philip  B.  Leeds,  M.D.,  Jasper, 
anesthesiology. 

Linda  M.  Lenahan,  M.D., 
Vincennes,  internal  medicine. 

Teresa  L.  Lovins,  M.D., 
Columbus,  family  practice. 

Reggie  D.  Lyell,  M.D., 
Corydon,  family  practice. 

Michael  T.  Macfarlane,  M.D., 
New  Albany,  urological  surgery. 

Arthur  N.  Mack,  M.D.  Evans- 
ville, family  practice. 

Merlyn  J.  Malola,  M.D., 
Kokomo,  general  practice. 

Howard  J.  Marcus,  M.D., 
Munster,  obstetrics  and  gynecol- 

ogy- 

Cecil  D.  Martin,  M.D., 
Carrollton,  Ky.,  family  practice. 

Laura  M.  Maves,  M.D., 

Fishers,  pediatrics. 

Rick  A.  Meyer,  M.D.,  Fort 
Wayne,  gastroenterology. 

Thomas  P.  Miller,  M.D., 
Michigan  City,  family  practice, 
s Scott  R.  Miller,  M.D., 

K 


Shelbyville,  radiology. 

Fernando  R.  Montoya,  M.D., 
Jasper,  internal  medicine. 

Thomas  A.  Morse,  M.D., 
Richmond,  emergency  medicine. 

Syed  M.  Nawab,  M.D.,  Louis- 
ville, Ky.,  cardiovascular  surgery. 

Mark  T.  Nootens,  M.D., 
Munster,  internal  medicine. 

Joyce  A.  O'Shaughnessy,  M.D., 
Jeffersonville,  oncology. 

David  E.  Pallafes,  M.D., 
Jeffersonville,  allergy  and  immu- 
nology. 

Kiranchandra  M.  Patel,  M.D., 
Bloomington,  family  practice. 

Pamela  K.  Peak,  M.D.,  India- 
napolis, internal  medicine. 

Randall  J.  Phillips,  M.D.,  Fort 
Wayne,  radiology. 

Gavin  J.  Roberts,  M.D.,  Fort 
Wayne,  ophthalmology. 

Magdy  Zaky  S.  Rofail,  M.D., 
Richmond,  gastroenterology. 

Matthew  B.  Roush,  M.D., 
Muncie,  family  practice. 

Boris  Sagalovsky,  M.D., 
Crown  Point,  cardiovascular 
diseases. 

David  E.  San  Miguel,  D.O., 
Michigan  City,  anesthesiology. 

Anthony  D.  Sanders,  M.D., 
Columbus,  otolaryngology. 

J.  Christopher  Sartore,  M.D., 
Evansville,  family  practice. 

James  M.Scheffler,M.D., 
Kokomo,  internal  medicine. 

David  W.  Schetter,  M.D., 
Plymouth,  anesthesiology. 

Brian  M.  Schnell,  M.D., 
Huntingburg,  anatomic  pathology. 

Steven  N.  Schroeder,  M.D., 
South  Bend,  anesthesiology. 

Joel  M.  Schumacher,  M.D., 
Plymouth,  family  practice. 

Mehul  H.  Shah,  M.D.,  India- 
napolis, family  practice. 

Vi  jay  P.  Shah,  M.D., 
Merrillville,  internal  medicine. 

Joseph  M.  Smith,  M.D., 
Richmond,  obstetrics  and  gynecol- 

ogy- 
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Aruna  Somani,  M.D.,  Munster, 
internal  medicine. 

Patricia  W.  Sontag,  M.D., 

Indianapolis,  obstetrics  and 
gynecology. 

Kenneth  Sowinski,  M.D., 
Union  City,  family  practice. 

Theresa  A.  Sowinski,  M.D., 
Winchester,  anesthesiology. 

Frank  L.  Spendal,  M.D., 
Cayuga,  family  practice. 

Carol  A.  Stauffer-Munekata, 
M.D.,  Evansville,  family  practice. 

Sara  C.  S trickier,  M.D., 
Lafayette,  obstetrics  and  gynecol- 
ogy. 

Charles  L.  Tapley,  M.D., 
Muncie,  family  practice. 

Gurdarshan  S.  Thind,  M.D., 

Jeffersonville,  cardiovascular 
diseases. 

Charles  A.  Tollett  Jr.,  M.D., 

Huntingburg,  general  surgery. 

Jon  S.  Uloth,  M.D.,  Evansville, 
family  practice. 

Naresh  K.  Upadhyay,  M.D., 
Highland,  internal  medicine. 

Margaret  H.  Vickers,  M.D., 
Evansville,  anesthesiology. 

William  M.  Vickers,  M.D., 
Evansville,  anesthesiology. 

Dennis  L.  Wagner,  M.D., 
Indianapolis,  anesthesiology. 

William  C.  Watson,  D.O., 
Winchester,  family  practice. 

Daniel  L.  Wegg,  M.D., 
Ridgeville,  general  practice. 

Thomas  L.  Welch,  M.D., 
Columbus,  psychiatry. 

Jeffrey  M.  Wempe,  M.D., 
Muncie,  anesthesiology. 

Angela  R.  Wheeler,  M.D., 

Gary,  family  practice. 

Bernhard  P.  Wiebe,  M.D., 
Markle,  family  practice. 

Wilson  W.  Wu,  M.D.,  India- 
napolis, internal  medicine. 

Alexandria  J.  Zaleski,  M.D., 
Munster,  dermatology. 

Robert  A.  Zaring,  M.D., 
Muncie,  clinical  pharmacology.  □ 
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SEEKING  PRIMARY  CARE  PHYSI- 
CIANS to  provide  general  medical 
services  to  inmates  at  a correc- 
tional facility  located  in  the  Terre 
Haute  area.  Indiana  license 
required.  Malpractice  coverage 
available.  Contact  in  confidence: 
ANNASHAE  CORPORATION, 
Professional  Healthcare  Staffing,  1- 
800-245-2662. 

MANY  OPPORTUNITIES  for  "quality  of 
life"  - Snelling  Search  has  great 
opportunities,  salary  and  benefits  in 
Indiana  and  across  the  country  for 
family  practitioners,  internists  and 
ob/gyn,  BC/BE.  (No  J-1  positions 
available.)  We  are  linked  nation- 
wide to  serve  your  needs.  For  more 
information,  call  Amy  Rusk  at  (219) 
769-2922  or  fax  CV  to  (21 9)  755- 
0557, 

NORTH  CENTRAL  INDIANA  - Emer- 
gency department  directorship 
available  for  career-minded 
emergency  department  physician 
for  low-volume  hospital.  ACLS/ATLS. 
Clinical  hours  at  competitive  hourly 
rate  plus  monthly  stipend,  malprac- 
tice and  health  insurance,  CME 
stipend  and  ACER  dues.  Contact 
C,  Lombardo,  1-800-967-0767. 

EMERGENCY  DEPARTMENT  PHYSI- 
CIAN needed  to  join  progressive 
group  providing  service  to  low- 
volume  rural  hospitals  in  north 
central  and  central  Indiana, 
Competitive  hourly  rates  plus 
malpractice  insurance.  ACLS/ATLS 
required.  Contact  C.  Lombardo,  1- 
800-967-0767. 

FOR  SALE  - Endoscopes.  2 Ritter 
electro-hydraulic  exam  chairs,  $900 
each.  Shampaign  OB/GYN  table, 
model  #2605NL,  never  used. 

$1,000.  Amsco  electric  table, 
model  #2080,  $1,200.  Exam  floor, 
ceiling  rail  lights.  Hydro  therapy 
tubs.  Autoclaves.  Microscopes, 
steroptic,  etc.  Pediatric  scales, 
digital  and  manual.  X-ray  units, 
viewers,  cassettes,  tanks.  Ultra- 


sound cleaner.  Blood  bank  freezer. 
Blood  chemical  and  analyzer  QBC. 
ECG  monitors.  GE  SRT  Ultrasound 
3.0  sector-3.5  linear  transducers, 
excellent  condition,  $2,500. 

Siemens  Sircam  103-1 00mm  film 
camera  with  receiver  and  carrier, 
A-1  condition,  $2,500.  Send  for  list  of 
much  more  equipment.  Phone,  fax 
or  write  Bernard  Medical,  1555  Dixie 
Highway,  Park  Hills  (Covington)  KY 
41011,  (606)  581-5205, 

URGENT  CARE  PHYSICIANS  WANTED: 

Arnett  Clinic,  115-physician 
multispecialty,  seeking  BC/BE  FP 
candidates  for  our  two  urgent  care 
centers  in  Lafayette.  1 2-hour  shifts, 

8 a.m.  to  8 p.m.  Approximately  50- 
60  patients  per  day.  Many  benefits 
including  CME  funds,  professional 
liability,  relocation.  Dynamic 
community,  a great  place  to  live. 
Money  magazine  top  20.  Physician 
Recruitment,  Arnett  Clinic,  P.O.  Box 
5545,  Lafayette,  IN  47904.  (317)  448- 
8000,  1-800-899-8448, 

EMERGENCY  MEDICINE  - A full-time 
opportunity  for  an  emergency 
physician  is  available  for  an  ED  in  a 
suburb  of  Indianapolis;  the  annual 
volume  is  approximately  16,000.  An 
excellent  benefit  package  is 
included.  If  qualified  and  inter- 
ested, contact  Lee  Sredzinski,  M.D., 
395  Westfield  Road,  Noblesville,  IN 
46060,  (317)  776-7107. 

PROGRESSIVE  OB/GYN  PHYSICIAN 
GROUP  in  northwest  Indiana 
seeking  BE/BC  pediatrician.  This  is  a 
busy  established  practice  doing 
approximately  40  deliveries  per 
month  that  wants  to  work  together 
as  an  alliance.  Our  office  is  affili- 
ated with  three  contemporary 
hospitals  that  all  have  state-of-the- 
art  technology,  a level  11+  nursery, 
outstanding  nursing  staff  as  well  as 
full-time  anesthesia  and  newborn 
intensive  coverage.  Northwest 
Indiana  offers  a quality  lifestyle  and 
easy  access  to  Chicago  with  all  of 
its  wonderful  cultural  and  recre- 


ational activities.  Excellent  com- 
pensation and  benefits  package 
that  is  negotiable.  Start  immedi- 
ately. Please  send  CV  to  The 
Woman's  Wellness  Center,  Rhonda 
Volk,  Office  Manager,  9136  Colum- 
bia Ave.,  Munster,  IN  46321 . 

OPPORTUNITY  FOR  PHYSICIAN  - 

Established  or  newly  licensed  MD 
for  the  practice  of  general  medi- 
cine. Share  in  the  care  of  patient 
clientele.  Opportunity  for  growth 
and  for  possible  takeover  of 
practice.  For  private  and  confiden- 
tial interview,  phone  (317)  447-1412, 
Mon.,  Tues.,  Thurs.,  9 to  5.  Phone 
(317)  447-1693  after  4 p.m. 

MEDICAL  PRACTICE  WITH  ESTAB- 
LISHED OFFICE  AVAILABLE  in 

Columbus,  half-mile  from  Columbus 
Regional  Hospital,  junction  of  State 
Road  46  and  U.S.  31 . 30+  year-old 
medical  practice  left  vacant  by 
retirement  of  family  practitioner. 

Only  expense  required  to  assume 
practice  is  rent,  utilities  and  general 
office  overhead,  1 ,200  square  feet, 
fully  furnished,  low-maintenance 
office  in  professional  complex.  i 

Exterior  maintenance,  snow  | 

removai  included.  Ideal  opportu-  ' 

nity  for  new  physician.  Contact  Mrs. 
White,  2756  25th  St.,  Suite  500, 
Columbus,  IN  47203;  fax  (812)  372- 
0998;  phone  (812)  379-4494  days 
only. 

FAMILY  PRACTICE  - PORTLAND,  IND. 

Outstanding  opportunity  for  a 
board-eligible,  board-certified 
family  practitioner  to  join  a four-  f 

physician  practice.  The  practice  j 

was  established  in  1 982  and  has  I 
grown  rapidly.  Involves  all  aspects 
of  family  practice  including  in- 
office procedures,  pediatrics  to 
geriatrics,  in-office  cardiac  rehabili- 
tation and  wellness  programs. 
Competitive  salary  with  productiv- 
ity bonus.  Contact  Stephen  R. 

Myron,  M.D.,  430  W.  Votaw  St., 
Portland,  IN  47371,  1-800-858-6735 
or  (219)  726-6515. 


102 


INDIANA  MEDICINE/January/February  19 


■classifieds 


RETIRED  PHYSICIANS  - Thinking  of 
retiring  from  the  battie  over  shrink- 
ing medical  payments?  Leave 
these  headaches  to  us.  We  are 
looking  tor  seasoned  primary  care 
physicians  (all  specialties)  who 
want  to  work  1 /2  or  3/4  days 
several  times  a month.  We  are 
located  on  Lake  Michigan  in 
northern  Indiana.  Please  call  (219) 
874-2500. 

EMERGENCY  MEDICINE  POSITIONS  - 

Valparaiso  and  Seymour.  Expand- 
ing EM/FP/urgent  care  group 
seeking  career-minded  physicians 
tor  above  locations.  Generous 
compensation  based  on  training, 
experience  and  qualifications. 
Excellent  benefits  include  401  (k) 
plan;  malpractice,  health,  life  and 
disability  insurance;  CME  stipend; 
and  ACEP,  ISMA  and  hospital  dues. 
Will  consider  all  physicians  with 
appropriate  experience  and 
training.  Contact  Jim  Gardner, 

M.D.,  ECP  Healthcare,  1 155  W.  Third 
St.,  Bloomington,  IN  47404,  (812) 
333-2731. 

FAMILY  PRACTICE  - BROWNSTOWN, 
IND.  - Outstanding  opportunity  tor 
BE/BC  family  practitioners  to  join 
FP/EM/urgent  care  group  and 
practice  traditional  family  practice 
(OB  optional)  in  southern  Indiana. 
Admit  to  Memorial  Hospital  In 
Seymour  (10-minute  drive).  Very 


competitive  salary,  generous 
benefits,  the  potential  for  produc- 
tivity bonuses  and  the  security  of  a 
statewide  group  with  a 24-year 
history.  Contact  Jim  Gardner,  M.D., 
ECP  Healthcare,  1 155  W.  Third  St., 
Bloomington,  IN  47404,  (812)  333- 
2731. 

1 15-PHYSICIAN  MIDWEST  MULTI- 
SPECIALTY seeking  BE/BC  candi- 
dates: family  medicine,  pediatrics, 
urgent  care.  Serving  14  counties 
with  a population  draw  of  over 
320,000.  Guaranteed  salary  first  two 
years,  relocation  expenses,  CME 
funds,  paid  professional  liability. 
Investment  plans,  all  part  of  the 
many  benefits.  A safe,  thriving 
family  community  with  stable 
economy  offers  a rewarding  quality 
of  life.  Through  Purdue  University  we 
enjoy  academics,  cultural  events, 
entertainment  and  Big  10  sports. 
Physician  Recruitment,  Arnett 
Clinic,  P.O.  Box  5545,  Lafayette,  IN 
47904,  (317)448-8000,  1-800-899- 
8448. 

SOUTHWESTERN  OHIO,  Greater 
Cincinnati  Area:  Board-eligible  or 
board-certified  family  practitioner 
wanted  to  join  existing  practice. 
Several  opportunities  available. 

One  In  eight  call.  No  OB.  Income 
guaranteed  (up  to  $120,000  based 
on  qualifications  and  experience) 
for  up  to  2 years.  Relocation 


V 


expenses.  Malpractice  paid  for 
guarantee  period.  250-bed,  full- 
service,  JCAHO-accredited  acute 
care  community  hospital.  Beautiful 
communit/  and  very  affordable 
standard  of  living.  Excellent  public 
and  private  school  systems.  Great 
cultural  and  recreational  opportu- 
nities. For  informatioa  call  Lynn 
Oswald,  Vice  President,  Fort 
Hamilton-Hughes  Hospital,  at  (513) 
867-2621. 

PEDIATRICIAN,  BC/BE,  to  join 
general  pediatrician  and  neona- 
tologist-pediatrician  in  northwest 
Indiana.  Superior  schools  and 
community,  many  recreational 
opportunities,  50  miles  from  Chi- 
cago. Six  weeks  per  year  PCE  and 
vacation.  Early  full  partnership. 
Send  CV  and  cover  letter  to  Drs. 
Covey  and  Marquez,  South  Ridge 
Pediatric  Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside 
Indiana.  Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician 
recruiter  for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis.  □ 
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The  talents  of 
professionals 
like  you  fuel  our 
commitment  to 
the  community. 


At  Interventions,  we’re  proud  of  the  fact 
that  our  dedication  to  the  community  can 
be  seen  in  every  aspect  of  our  operations. 
And  as  specialists  in  the  provision  of 
top-quality  chemical  dependency 
prevention  and  treatment  services, 
our  commitment  to  the  recovery  of  our 
patients  is  unsurpassed  in  the  industry. 
Right  now,  we’re  seeking  an  experienced, 
dedicated  physician  to  assist  with  the 
medical  functions  related  to  patient/ 
client  care  at  Indiana  locations. 

PHYSICIAN 

The  successful  candidate  will  have  a 
current  Indiana  physician’s  license,  a 
DEA  license,  and  a license  to  dispense 
controlled  substances.  3-5  years  of 
experience  in  the  treatment  of  chemical 
dependency  is  preferred. 


For  consideration,  please  send  resume 

to:  Interventions,  Inc.,  Attention  - 
Human  Resources  Manager,  1234  S. 
Michigan  Ave.,  Chicago,  IL  60605. 

Fax  (312)  663-9059.  Equal 
Opportunity  Employer. 

Interventions 


Professionals  For  Counseling  & Education 
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MciUciiw  has  exercised  reasonable  precaution  to 
ensure  that  only  reputable,  factual  advertisements 
are  included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
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Are  you  moving 


9 


If  so,  please  send  change  of  address  to  the  Indiana  State 
Medical  Association,  Membership  Department,  322  Canal 
Walk,  Indianapolis,  IN  46202-3268,  at  least  six  weeks 
before  you  move. 

Name: 

Address: 

City: 

State:  Zip: County: 

Office  phone: Home  phone: 


IMPORTANT  - Attach  mailing  label  from  your  last  copy  of 
huliaiui  Medicine  here: 
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• Professional  liability  products 

for  physicians,  dentists,  group  practices, 
institutions,  and  managed  care. 

’ Aggressive  claim  defense 

(policyholder  consent  required  to  settle  claim). 

• Risk  Management  Services. 

■ Endorsed  by  the  Indiana  State  Medical  Assoc. 

And  an  *A+"  rating 
by  A.  M.  Best  Company 


PICI 


An  MAIC  Company 


8425  Woodfield  Crossing  Blvd^  Suite  300  • Indianapolis,  IN  46240  • 1-800-284-7424 
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And  nothing  else. 


Alcohol  free  Dye  free  Sugar  free  Narcotic  free 

Now  there’s  a safe,  pleasant-tasting  choice  for  cough  and  cold  sufferers  who  don’t 
need  the  added  ingredients  in  many  OTC  medicines.  With  the  strength  of  10  mg 
dextromethorphan  hydrobromide,  5 mg  phenylephrine  hydrochloride,  and  8.33  mg 
pyrilamine  maleate  per  5 mL  teaspoonful,  Codimal®  DM  represents  a new  ^ 

■ CENTRAL 

concept  in  cough  suppressant,  nasal  decongestant  and  antihistamine  therapy. 


Reserved  for  your  professional  recommendation 

■ CodimatDM 

I Cough/Cold  Relief 

11  Central  Pharmaceuticals,  Inc.  Seymour,  Indiana  47274  USA  1-812-522-3915 
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■ letter  to  readers 


Dear  Colleague: 

This  issue  of  Indiana  Medicine  is  dedicated  to  the 
serious  problem  of  tobacco  use  in  Indiana.  Within  these 
pages  we  have  attempted  to  cover  the  many  facets  of  the 
addiction,  including  the  staggering  scope  of  tobacco  use 
among  youth  in  Indiana;  interventions  for  physicians  to 
assist  their  patients  in  quitting;  tobacco  issues  in  orga- 
nized medicine,  pubhc  health  and  public  policy;  and  the 
legal,  ethical  and  educational  aspects  of  tobacco  use. 

Three  hours  of  CME  credit  are  available  for  reading 
this  journal  and  correctly  completing  the  self-assessment. 
Additional  instructions  for  receiving  credit  can  be  found 
on  the  self-assessment  form.  (See  page  212.) 

Please  note  that  numerous  resources  are  available  to 
assist  you  in  helping  your  patients  abstain  from  tobacco 
use.  Some  resources  are  listed  in  the  Guide  to  Smoking 
Cessation  insert,  which  was  designed  to  be  detached  for 
your  office  use.  To  receive  a detailed  list  of  other  re- 
sources, you  may  contact  the  Indiana  University  School 
of  Medicine  Division  of  Continuing  Medical  Education 
at  (317)  274-8353  or  IUMEDED.MED.IUPUI.EDU  on  the 
Internet.  □ 

Stephen  J.  Jay,  M.D. 

Guest  editor 
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Hummers  were  not  designed  for  the  masses.  They  were,  instead,  designed 
to  meet  the  needs  of  the  U.S.  Armed  Forces.  Yet,  the  civilian  Hummer  is 
more  than  capable  of  navigating  city  streets  or  the  bank  drive-through. 


M T ’ S N O X*  FOR  R F E RXr  O N R . 


It's  not  a car. 


COMRORXXNG9  X S M * T IT? 


It's  not  a truck.  It's  vehicle  can.  A vehicle  capable  of  navigating  any 


not  another  4X4.  It's  not 


terrain  the  world  has  to  offer  (including  the 


Call  Brian  Moffitt, 

Hummer  Product  Manager  at 

(317)  882-8425 

1250  US  31  South  • Greenwood,  IN 


what  all  the  neighbors  will  be 


highway).  In  a cookie- 


driving. It's  a Hummer.  A street-legal  vehicle 


cutter,  me-too  world. 


designed  to  go  places  and  do  things  no  other 


it  stands  proudly  alone. 
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■stethoscope 


ISMA  calls  on  physicians  to 
take  charge  of  outcomes  data 


Physicians  concerned  about  their  lack  of  influence  in  the  health  care 
market  environment  can  take  heart  and  take  action  by  working  with  I 
the  ISMA  to  take  ownership  of  physician-specific  cost  and  outcomes 
data  collection  and  dissemination.  The  ISMA,  in  a joint  working  ^ 

relationship  with  the  Indiana  Hospital  and  Health  Association  | 

(IHHA),  is  relying  on  Indiana  physicians  to  offer  insights  on  the  data  . 
collection  process  as  the  project  develops.  The  ISMA,  in  an  effort  to  I 
relieve  physicians'  concerns  over  the  use  of  outcomes  data  to  label 
them  either  "good"  or  "bad"  clinicians,  sees  physician  involvement  as  j 
an  opportunity  to  help  educate  the  health  care  marketplace  on  medica] 
practice  issues. 


ISMA  and  IHHA  representatives  are  available  to  discuss  the  project  at 
county  and  district  medical  society  meetings.  Call  your  ISMA  field  || 
representative  to  schedule  a presentation. 


ISMA  to  study  management 
sen^ice  organizations 


The  case  study  of  seven  to  eight  MSOs  around  the  country  will 
provide  practical  information  to  physicians  and  medical  societies 
considering  MSO  development  or  participation.  The  study  follows  up 
on  a directive  of  the  1995  ISMA  House  of  Delegates  to  investigate 
creating  regional  or  statewide  managed  care  programs.  Thomas 
Gorey,  J.D.,  president  and  CEO  of  Policy  Planning  Associates,  Crystal 
Lake,  111.,  will  be  the  consultant  for  the  project. 

The  ISMA  is  partnering  with  the  Michigan  State  Medical  Society,  the 
American  Medical  Association,  the  American  Academy  of 
Otolaryngology,  the  Massachusetts  Medical  Society  and  the  Medical 
Society  of  the  District  of  Columbia  on  the  study. 


Management  service  organizations  (MSOs).  What  are  they  and  can 
they  assist  ISMA  members  in  succeeding  in  a changing  medical 
climate?  To  find  out,  the  ISMA  has  launched  a case  study  of  MSOs.  An 
MSO  contracts  with  physicians  or  hospitals  to  provide  management 
and  administrative  services.  They  also  secure  managed  care  contracts 
from  HMOs,  PPOs  and  self-insured  employers. 


ISMA  membership  survey 
to  collect  managed  care 
information 


The  ISMA  is  conducting  a survey  to  gather  more  information  about  its 
members,  their  practices  and  their  communities.  The  1996  Strategic 
Health  Survey,  which  will  be  mailed  to  all  active  members  in  May, 
will  collect  socioeconomic  and  managed  care  information.  All  re- 
sponses will  be  confidential  and  only  aggregate  responses  wiU  be 
reported.  As  was  done  in  the  1994  Strategic  Health  Survey,  one  survey 
response  will  be  selected  at  random  from  the  completed  surveys.  The 
physician  whose  survey  is  selected  will  receive  one  free  year  of  ISMA 
dues.  □ 
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CANCER.  STROKE 
HEART  AHACK. 


GOODMEW& 

YOU  CAN  SURVIVE. 

BADMEW& 

YOU  CAN  GO  BROKE  SURVIVING. 


SimivoK 


pays  a 100%  lump  sum  benefit 
upon  diagnosis  of  11  covered 
critical  illnesses  to  pay  off  your 
mortgage,  pay  for  uncovered 
medical  costs,  or  help  with  other 
ongoing  expenses. 


Endorsed  by: 


SI 


Indiana 
State 
Medical  ^ 
Association 


For  more  information,  call: 

ISMA  Insurance  Agency 
1-800-442-ISMA 


■guest  editorial 

Tobacco  control  in  Indiana  - Faith  in  a seed 


Stephen  J.  Jay,  M.D. 

Indianapolis 

"Though  1 do  not  believe  that  a 
plant  will  spring  up  where  no  seed  has 
been,  I have  great  faith  in  a seed. 
Convince  me  that  you  have  a seed 
there,  and  I am  prepared  to  expect 
wonders. " - Henry  D,  Thoreau 

TT he  seeds  of  tobacco  control 
were  originally  planted  with  the 
seeds  of  Nicotiana  tabacum.  But, 
the  former  have  taken  much 
longer  to  germinate  than  the  latter. 

Clinicians  and  scientists  have 
known  of  the  hazards  of  tobacco 
use  for  more  than  150  years.  The 
early  literature  is  remarkable,  for  it 
shows  how  long  ago  keen  observ- 
ers recognized  the  addictive  and 
disease  causing  capacity  of  human 
tobacco  consumption. 

For  example,  a statistical 
analysis  of  the  effects  of  smoking 
on  mortality  of  patients  with 
tuberculosis  found,  in  1908,  that 
mortality  among  smokers  was 
more  than  three  times  the  mortal- 
ity among  nonsmokers.^  Closer  to 
home,  W.H.  Williams,  M.D.,  of 
Lebanon,  Ind.,  in  the  early  1900s, 
cited  tobacco  smoking  as,  "Very 
conducive'  to  development  of 
laryngeal  cancer."^  Also  from 
Indiana,  John  N.  Hurty,  M.D., 
Indiana  state  health  commissioner 
(1862-1922),  commented  in  1912 
that,  "Tobacco  is,  of  course,  a drug. 
If  it  did  not  contain  a drug  it 
would  not  be  in  demand.  Like 
other  drug  habits,  when  it  is  once 


fastened  upon  a person  it  is 
difficult  indeed  to  throw  off."^ 

Almost  60  years  ago,  in  1938, 
the  eminent  epidemiologist, 
Raymond  Pearl,  reported  that  in  a 
study  at  Johns  Hopkins  University, 
of  more  than  6,000  individuals,  the 
lifespan  of  smokers  was  signifi- 
canjly  shorter  than  of  nonsmok- 
ers. Twenty-six  years  would  pass 
before  the  U.S.  Surgeon  General's 
first  report  on  smoking  would  be 
issued  in  1964! 

In  the  intervening  years, 
society  has  reaped  many  crops  of 
Nicotiana  tabacum.  Unfortunately, 
a world  pandemic  of  disease  and 
death  caused  by  tobacco  use  has 
been  our  bitter  harvest.® 

But,  society  and  health  profes- 
sionals are  rising  to  the  challenge. 
Leaders  in  public  health,  such  as 
those  recognized  within  this 
special  issue,  have  raised  aware- 
ness as  to  the  enormity  of  the 
tobacco  problem.  In  1922,  Bernarr 
Macfadden  said,  "Tobacco  adds 
immeasurably  to  the  cost  of 
human  existence;  it  subtracts 
immeasurably  from  the  length  and 
breadth  of  human  life."^  The 
echoes  of  these  words  are  begin- 
ning to  reverberate  in  state  legisla- 
tures and  Congress,  where  pro- 
posed cuts  in  funding  for  health 
care  must  be  rationalized  with  the 
costs  to  society  of  diseases  caused 
by  tobacco  of  more  than  $50  billion 
per  year. 

While  progress  in  tobacco 
control  in  government  is  impor- 
tant, real  gains  will  occur  only  at 
the  grass-roots  level.  Physicians 


have  a unique  opportunity  to  lead  ^ 
the  effort.  I 

The  seeds  of  tobacco  control 
were  planted  long  ago.  The  1 

authors  of  this  special  issue  of  { 
Indiana  Medicine  hope  the  informa- 
tion contained  herein  will  provide  [ 
"sunshine  and  water"  to  promote  j 
germination!  If  we  are  successful 
in  implementing  tobacco  preven- 
tion and  cessation  activities  in 
Indiana  communities,  we  should  j I 
not  only  expect,  but  realize,  the  i 
wonders  of  our  tobacco  control  1 ' 
efforts  in  the  years  to  come.  □ 

Dr.  Jay  is  guest  editor  for  this  , 

special  issue  o/ Indiana  Medicine.  | 
He  is  assistant  dean  for  continuing 
medical  education  and  professor  of 
medicine  at  the  Indiana  University  , 
School  of  Medicine. 
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Indiana  physicians 
recognized  for  tobacco 
control  efforts 


Stephen  J.  Jay,  M.D. 
Indianapolis 


P erhaps  no  state  can  boast 
more  substantive  contributions  of 
its  physician  leaders  to  tobacco 
control  than  Indiana.  The  people 
recognized  here  represent  a small 
fraction  of  the  many  health  profes- 
sionals from  across  Indiana  who 
have  dedicated  themselves  to 
improving  health  through  tobacco 
control.  But,  these  four  people  each 
have  contributed  directly  to 
shaping  public  policy  and  charting 
the  future  course  of  tobacco 
control  in  the  United  States  and 
worldwide.  For  this  reason,  we 
want  to  present  their  brief  biogra- 
phies to  our  readers. 

This  information  will  no  doubt 
rekindle  fond  memories  among 
physicians  who  are  familiar  with 
these  individuals  and  their  work. 
For  others,  particularly  younger 
physicians,  the  information  may  be 
a revelation.  Some  readers  perhaps 
will  be  stimulated  enough  by  the 
accomplishments  of  these  remark- 
able men  to  pursue  positions  of 
leadership  in  preventive  health 
and  tobacco  control  for  the  21st 
century. 


Leroy  Edgar  Burney,  M.D. 

Leroy  Edgar  Burney,  M.D.,  was 
born  in  Burney,  Ind.,  and  gradu- 
ated from 
Indiana 
University 
(B.S.,  1928; 
M.D.,  1930) 
and  Johns 
Hopkins 
University 
(M.P.H., 

Dr.  Burney  1932).  He  was 


on  the  faculty  at  the  Indiana 
University  School  of  Medicine  and 
was  commissioner  of  the  Indiana 
Health  Department  from  1945  to 
1954. 

Dr.  Burney  became  surgeon 
general  of  the  U.S.  Public  Health 
Service  and  on  July  12, 1957,  he 
was  the  first  Public  Health  Service 
official  in  the  United  States  to 
publicly  acknowledge  the  causal 
relationship  between  cigarette 
smoking  and  lung  cancer.  In  1959, 
he  stated  m the  Journal  of  the 
American  Medical  Association 
(1959;171:1829-1837),  "the  weight 
of  evidence  at  present  implicates 
smoking  as  the  principal  factor  in 
the  increased  incidence  of  lung 
cancer."  Dr.  Burney's  bold  first 
step  facilitated  the  creation  of  the 
Advisory  Committee  on  Smoking 
and  Health,  which  issued  the  now 
famous  1964  surgeon  general's 
report. 

John  Bamber  Hickam,  M.D., 
(1914-1970) 

John  B.  Hickam,  M.D.,  was  born  in 
Manila,  Philippine  Islands,  the  son 
of  a native  Hoosier,  Col.  Horace 
Hickam,  an 
aviation 
pioneer,  for 
whom  Hickam 
field  in  Hono- 
lulu was 
named.  Dr. 

Hickam  was 
graduated 
summa  cum 
laude  from 
Harvard  University  (A.B.,  1936) 
and  cum  laude  from  Harvard 
University  School  of  Medicine 
(M.D.,  1940).  In  1958,  he  became 
chairman  of  the  Department  of 
Medicine  at  the  Indiana  University 


School  of  Medicine. 

At  his  untimely  death  in  1970, 
Dr.  Hickam  was  recognized 
widely  as  one  of  the  foremost 
leaders  in  American  medicine. 
Because  of  Dr.  Hickam's  excep- 
tional leadership  qualities  and 
pre-eminence  in  cardiopulmonary  /j 
research,  he  was  selected  by 
Surgeon  General  Luther  L.  Terry, 
M.D.,  as  one  of  10  members  of  the  ■ 
original  Surgeon  General's  Advi- 
sory Committee  on  Smoking  and 
Health  in  1962.  As  one  of  the 
authors  of  the  1964  surgeon 
general's  report.  Dr.  Hickam 
contributed  directly  to  the  creation  i 
of  a blueprint  for  public  health 
policy  that  has  had  a profound 
impact  on  tobacco  control  through- 
out the  world. 

Lewis  C.  Robbins,  M.D., 
(1910-1990) 

As  founder  of 
the  Society  for 
Prospective 
Medicine  in 
1965,  Lewis  C. 

Robbins, 

M.D.,  was 
nationally 
recognized  as 
the  "father"  of 
prospective 
medicine,  a medical  philosophy 
dedicated  to  improving  human  life 
through  preventive  health.  He  was 
a native  Hoosier  and  graduated 
from  Indiana  University  and 
Indiana  University  School  of 
Medicine  (1935).  He  obtained  an 
advanced  degree  in  public  health 
from  Johns  Hopkins  University. 
After  early  work  at  the  Indiana 
State  Board  of  Health,  he  joined 
the  U.S.  Public  Health  Service 
(PHS)  where  he  became  the  first  I 
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chief  of  cancer  control  for  the  PHS 
(1957-1965). 

When  he  retired  from  the  PHS 
in  1968,  Dr.  Robbins  collaborated 
with  Jack  H.  Hall,  M.D.,  at  Meth- 
odist Hospital  in  Indianapolis  and 
others  to  develop  Health  Hazard 
Appraisal,  a methodology  for 
assessing  a person's  personal 
disease  risks  and  proposing 
lifestyle  changes  to  reduce  these 
risks.  Much  of  Dr.  Robbins' 
innovative  work  for  more  than  40 
years  was  devoted  to  smoking 
cessation  and  tobacco  control. 

Otis  R.  Bowen,  M.D. 

Otis  R.  Bowen,  M.D.,  was  born  m 
Richland 
Center,  Ind., 
m 1918,  and 
graduated 
from  Indiana 
University 
(1939)  and  the 
Indiana 

Dr.  Bowen  University 


School  of  Medicine  (1942).  After 
practicing  family  medicine  in 
Bremen,  Ind.,  he  entered  politics, 
ultimately  becoming  the  first 
governor  of  Indiana  to  serve  two 
successive  four-year  terms 
(1973-1981).  Dr.  Bowen  became  the 
Lester  D.  Bibler  professor  of  family 
medicine  at  the  Indiana  University 
School  of  Medicine,  where  he 
directed  imdergraduate  family 
practice  education. 

In  1985,  he  was  nominated  by 
President  Ronald  Reagan  and 
confirmed  by  the  Senate  as  secre- 
tary of  the  Department  of  Health 
and  Human  Services  (HHS),  where 
he  served  until  Jan.  20, 1989, 
longer  than  any  previous  HHS 
secretary.  During  his  tenure  at 
HHS,  Dr.  Bowen  sent  five  reports 
from  his  surgeon  general,  C. 
Everett  H.  Koop,  M.D.,  to  the 
president.  Two  of  these  reports 
have  become  milestones  in  the 
history  of  tobacco  control.  The 
1986  report  provided  extensive 


documentation  of  the  public  health  j 
hazards  of  passive  smoking.  The 
1988  report  presented  exhaustive 
scientific  and  clinical  evidence  of  ' 
the  marked  addictive  properties  of  ! 
nicotine  in  tobacco.  Dr.  Bowen's  | 
strong  support  of  C.  Everett  j 

Koop's  landmark  reports  assured 
that  sharp  focus  would  be  drawn  j 
on  the  public  debates  surrounding 
tobacco  control.  Recent  proposals 
to  regulate  tobacco  came  directly 
from  these  pioneering  efforts  of 
Drs.  Bowen  and  Koop. 

Dr.  Bowen  continues  to  I 

participate  actively  in  the  affairs  of 
our  community.  The  Bowen 
Center  at  Indiana  University 
researches  behaviors  that  lead  to 
self-inflicted  disease  from  tobacco, 
alcohol  and  other  sources.  □ 

Correspondence  and  reprints: 

Stephen  }.  Jay,  M.D.,  Indiana  Univer-  j 
sity  School  of  Medicine,  1120  South 
Dr.,  FH  302,  Indianapolis,  IN  46202- 
5114. 


JDIANA  MEDICINE/March/April  1996 


115 


A conversation  with 
C.  Everett  Koop,  M.D. 


Stephen  J.  Jay,  M.D. 

Indianapolis 

• Everett  Koop,  M.D.,  was 
born  in  Brooklyn  in  1916,  received 
his  M.D,  from  Cornell  University 
in  1941  and,  in  a 35-year  career  at 
Children's  Hospital  at  the  Univer- 
sity of  Pennsylvania,  became  one 
of  the  nation's  foremost  pediatric 
surgeons. 

From  1981  to  1989,  Dr.  Koop 
served  as  surgeon  general  of  the 
United  States  Public  Health 
Service  and  Director  of  Interna- 
tional Health.  During  this  period. 
Dr.  Koop  became  recognized 
internationally  for  his  efforts  in 
raising  awareness  of  the  devastat- 
ing effects  of  tobacco  use  on 
human  health  in  the  United  States 
and  worldwide. 

His  work  schedule  today 
includes  90-hour  work  weeks.  He 
teaches  medical  students  at 
Dartmouth  College,  where  the 
Koop  Institute  is  based.  He  is 
chairman  of  the  National  Safe  Kids 
Campaign,  Washington,  D.C.,  and 
is  producing  75  point-of-diagnosis 
videos  over  the  next  two  years  for 
Time-Life  Medical,  of  which  he  is 
chairman  of  the  board. 

On  Sept.  13,  1989,  when  Dr. 
Koop  made  his  last  appearance  as 
surgeon  general  before  the  U.S. 
Congress,  he  spoke  eloquently 
about  the  issue  that  he  had  become 
most  clearly  associated  with, 
tobacco  and  health,  specifically, 
the  topics  of  tobacco  advertising 
and  children's  access  to  tobacco 
products  - issues  that  Dr.  Koop 
addresses  in  the  following  inter- 
view with  Indiana  Medicine. 


Dr.  Jay:  During  your  watch  as 
surgeon  general  of  the  United 
States,  eight  reports  on  the  health 
consequences  of  smoking  were 
issued  from  1982  to  1989.  What  do 
you  believe  is  the  most  important 
legacy  of  your  tobacco  control 
efforts  during  these  years? 

Dr.  Koop:  I think  there  are  three 
things.  Two  reports  were  really 
landmarks:  the  one  on  passive 
(side-stream)  smoking^  which 
began  the  whole  movement 
toward  getting  clean  air  in  public 
places  like  restaurants  and  led 
eventually  to  my  getting  the 
studies  done  that  enabled  the 
Senate  to  take  action  against 
smoking  on  airplanes.  I think, 
judging  by  what  people  say  to  me 
as  I travel,  there  are  more  people 
grateful  about  smoke-free  air- 
planes than  any  other  single  thing. 
It's  especially  true  of  flight  atten- 
dants. 

The  next  report  that  I think 
was  very  important  was  the 
addiction  report^  because  all  the 
people  had,  sort  of,  done  soft-shoe 
dances  around  addiction.  I came 
out  and  said  it  was  as  addictive  as 
heroin  or  cocaine.  That  got 
front-page  headlines  in  every 
major  newspaper  with  pictures  all 
over  the  country  - that  was  news! 
Addiction  is  the  thing  that  tobacco 
companies  hate  more  than  any- 
thing else.  During  my  tenure, 
when  we  tried  to  change  the  labels 
on  advertising  and  cigarette 
packages,  we  really  initially  had 
five  things  we  wanted  to  change. 
We  got  four  of  them  in  quite 
readily  by  dropping  the  fifth  one. 
The  fifth  one  was  that  "tobacco 
contains  nicotine  which  is  an 


addictive  drug."  That's  the  one 
thing  they  can't  stand,  and  so  I 
think  it  was  an  important  report. 

I'd  say  the  things  that  are 
outstanding  for  me  are  those  two 
reports,  plus  the  fact  that  as 
surgeon  general,  I went  beyond 
just  talking  about  the  health 
consequences  of  smoking,  and 
whenever  possible,  I pointed  out 
the  sleazy  manner  in  which  the 
tobacco  industry  does  its  business^ 
It  was  hard  to  do  that  because  I 
knew  about  secret  documents  and 
things  that  had  never  been  made 
public.  But  now  that  Brown  &c 
Williamson  Tobacco  Corporation': 
internal  documents  are  part  of  theii 
public  record,^  the  whole  thing  is  ' 
based  on  those  papers.  We  now 
have  a whole  new  footing  on 
which  to  stand  in  reference  to 
tobacco  litigation. 

Dr.  Jay:  In  the  six  years  since  you  ij 
left  the  position  of  surgeon 
general,  the  pace  of  change  in 
tobacco  control  seems  to  have 
quickened  with  recent  Congres- 
sional hearings  and  Food  and  ' 
Drug  Administration  reports. 
David  A.  Kessler,  M.D.,  FDA 
commissioner,  in  a hard-hitting 
editorial  in  the  New  England 
Journal  of  MedicineJ^  raised  the 
issue  of  regulation  of 
nicotine-containing  tobacco  li 
products.  Could  you  speak  to  tha  ’ 
issue?  Should  the  FDA  regulate  i 
tobacco  products  as  drugs?  ^ 

Dr.  Koop:  I think  if  it  were  not  for  ' 
the  strange  culture  in  America 
concerning  tobacco  - the  fact  that  ^ 
tobacco  money  won  the  American 
Revolution  and  that  Congress  has  j 
always  dealt  with  tobacco-growin)  | 
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states  as  though  they  had  most 
favored  nation  status  - we  should 
;have  regulated  tobacco  years  ago. 

: But  Congress  declared  that  tobacco 
was  not  a cosmetic,  not  a drug  and 
not  a food  and  therefore  did  not 
i come  under  the  purview  of  the 
j FDA.  Now  that  we  have  those 
documents  and  we  know  that 
cigarettes  not  only  contain  natural 
nicotine  and  tobacco  but  are 
"spiked"  with  nicotine  as  well,  I 
think  there's  no  doubt  about  the 
■ fact  that  the  FDA  should  regulate 

I tobacco  as  a drug. 

I 

! Dr.  Jay:  In  the  preface  to  the  1982 
surgeon  general's  report,^  you 
stated,  "Cigarette  smoking  is  the 
! chief  single  avoidable  cause  of 
: death  in  our  society  and  the  most 
; important  public  health  issue  of 
i our  time."  In  the  13  years  since 
you  made  that  statement,  progress 
‘ has  been  made  in  tobacco  control, 
but  at  somewhat  of  a slow  pace, 
considering  the  magnitude  of  the 
problem.  Recent  findings  from 
the  study  of  Dr.  Lloyd  Johnston  at 
the  University  of  Michigan®  and 
the  CDC^  suggest  that  smoking 
among  young  children  and  youth 
(8th  graders  through  12th  graders) 
has  increased  sharply.  What  can 
we  do  in  1996  to  hasten  progress 
in  reducing  the  burden  of 
tobacco-related  disease  in  our 
society? 


Dr.  Koop:  I'm  glad  you  raised  that 
paradox  because  everything  you 
said  about  the  stepped-up  interest 
in  making  the  air  free  of  tobacco  in 
going  toward  a smoke-free  society 
by  the  year  2000,  the  apparent 
perjury  of  the  tobacco  executives 
when  they  stood  before  Congress- 
man Waxman's  committee  and 
said  that  they  didn't  know  that 
tobacco  was  considered  addictive 
or  that  it  caused  any  diseases  - 1 


think  all  of  these  things  have  been 
remarkable  progress. 

But  the  sad  thing  is  that,  in 
spite  of  that,  smoking  in  teen-age 
boys  and  girls  has  gone  up.  You 
have  to  wonder  why.  I think  there 
are  two  reasons.  When  I left  office, 
tobacco  companies  were  spending 
an  aggregate  $4  billion  a year; 
now,  it's  reported  to  be  $5  billion, 
essentially  saying  that  all  the 
health  messages  that  they  get  from 
government  or  private  sector  are 
wrong.  So,  they  have  not  only 
stepped  up  their  campaign,  but 
they  have  introduced  things  that 
ethically  their  own  code  really 
prevents  them  from  doing,  such  as 
pandering  to  youngsters  as  they 
do  with  Joe  Camel. 

Let  me  say,  parenthetically, 
you  may  have  seen  the  huge 
two-page  ad  (Wall  Street  Journal, 
June  28, 1995)  in  major  newspapers 
around  the  country  from  Philip 
Morris  saying  that  they  want  to  do 
everything  they  can  to  keep 
children  from  smoking.  That's 
such  a grandstand  play,  but  the 
very  way  that  they  state  it  makes 
kids  want  to  smoke  because  they 
say  "smoking  is  an  adult  deci- 
sion." Every  kid  wants  to  make  an 
adult  decision,  so  he's  going  to 
make  a decision  to  smoke,  if  he 
can.  They  do  this  kind  of  under- 
handed, sleazy  kind  of  advertising, 
and  it's  very  hard  for  the  govern- 
ment, with  an  extraordinarily 
limited  budget,  to  be  able  to  do 
anything  to  counteract  that. 

Another  thing  is  that,  since  I 
left  office,  I don't  think  there  has 
been  the  constant  hammering 
away  at  the  process  by  the  surgeon 
general.  I did  a lot  of  other  things 
besides  smoking,  but  I never 
stopped  talking  about  smoking, 
and  I never  stopped  bringing  that 
to  the  forefront  of  the  public's 
attention  whenever  I could,  and  I 


think  that's  been  lacking.  We've 
had  times  when  there  was  no 
surgeon  general,  and  we've  had 
times  when  the  surgeon  general 
was  not  as  vociferous  as  I had  been 
in  making  this  clear. 

Now,  your  question  was, 
"What  can  we  do  to  hasten 
progress  in  reducing  the  burden  of 
tobacco-related  disease?"  There  are 
a lot  of  things  that  can  be  done  that 
are  hard  to  do  right  now  because 
we  don't  have  a committee  on 
health  in  the  House  which  is 
favorable  to  what  we  want  to  do  in 
smoking  reduction;  we  have  a free 
enterprise,  pro-business  Republi- 
can Congress  that  takes  a dim 
view  of  the  possibility  of  regulat- 
ing tobacco  products  as  Kessler 
has  suggested.  So,  I think  there  are 
things  that  can  be  done  from  the 
top-down  and  from  the  bottom-up. 
Grass-roots  things  work  very  well, 
and  we've  got  to  get  parents 
interested  in  local,  regional  and 
state  government  so  that  the 
existing  laws  which  prohibit  the 
sale  of  tobacco  to  minors  are 
enforced.  There's  hardly  a place  in 
this  country  where  a kid  can't  go 
into  a supermarket  or  a conve- 
nience store  or  some  other  place 
and  buy  cigarettes.  Some  are 
asked,  "Are  you  old  enough?"  and 
the  answer  will  be,  "They're  not 
for  me,  they're  for  my  dad."  The 
other  thing  is  vending  machines 
where  there  is  no  way  that  you  can 
control  who  purchases  them. 

These  are  things  that  can  be 
worked  on  by  local  grass-root 
groups. 

The  best  thing  that  can  happen 
from  the  government's  point  of 
view  is  to  increase  the  tax  on 
cigarettes.  There's  no  doubt  about 
the  fact  that  that  is  the  single  most 
effective  way  to  cut  down  on  the 
consumption  of  tobacco.  We  know 
from  studies  in  Texas  that  if  you 
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increase  the  total  cost  of  a box  of 
cigarettes  by  10%,  there's  a de- 
crease in  teen-age  smoking  of  12%. 
We  know  that  in  Canada  when 
they  raised  the  price  of  cigarettes 
to  about  $5  a box,  smoking  in 
young  people  fell  off  60%.  That  has 
its  downside,  too,  because  as  soon 
as  that  happened  in  Canada,  a 
criminal  element  in  the  United 
States  and  Canada  got  together 
and  began  importing  cigarettes 
across  the  border  for  the  black 
market  to  sell  at  much  less  than  the 
market  price.  The  crime  was  so 
great  in  Ontario  because  of  that, 
that  they  backed  off  on  the  tax  in 
order  to  reduce  the  crime.  It's 
rather  a sad  commentary  on  the 
greed  of  some  parts  of  our  society. 

But,  if  we  don't  do  something 
from  the  top  and  the  bottom  to  try 
and  curb  teen-age  smoking,  we 
will  have  lost  the  gains  of  all  the 
past  30  years,  which  have  really 
been  remarkable  - reducing 
smoking  from  55%  to  26%.  But, 
once  you  get  something  started 
like  this,  it's  very  difficult  to  turn  it 
back,  so  I would  say  we've  got 
almost  a decade's  fight  ahead  of  us 
to  reverse  this  trend  and  begin  to 
see  smoking  at  the  level  it  was 
when  I left  office  in  reference  to 
teen-agers.  The  sooner  we  get  onto 
that,  the  better. 

That's  why  you  need  some- 
body in  an  office  like  the  surgeon 
general  who  hammers  away  at  the 
public  on  what's  happening  to 
their  children,  because  the  number 
of  children  in  this  coimtry  who  are 
living  normal,  happy  lives  today 
but  who  will  die  from  smoking  is 
an  unbelievable  number.  Peto  at 
the  University  of  Cambridge  has 
estimated  that  of  the  children 
living  in  China  today,  500  million 
will  die  from  smoking  causes. 
That's  such  a staggering  number 


that  you  can't  absorb  it. 

Dr.  Jay:  It  has  been  suggested  in 
some  of  the  budget-cutting 
rhetoric  that  the  office  of  the 
surgeon  general  is  no  longer 
necessary.  Is  there  a serious  effort 
to  do  away  with  the  surgeon 
general's  office?  What  implica- 
tions would  that  have  for  tobacco 
control? 

Dr.  Koop:  Four  bills  have  been 
presented  to  eliminate  the  office.  I 
think  it's  rather  pathetic  that  this 
Congress,  not  liking  the  last  two 
designations  by  President  Clinton 
for  surgeon  general,  has  decided 
the  way  to  settle  the  problem  is  to 
get  rid  of  the  office.  If  you  carried 
that  to  its  logical  conclusion,  we 
ought  to  get  rid  of  the  presidency 
because  only  40%  of  Americans 
voted  for  Bill  Clinton.  It's  really  an 
insanity.  The  House  has  already 
voted  in  committee  not  to  fund  the 
surgeon  general's  office  as  far  as 
appropriations  are  concerned. 
V^ether  or  not  cooler  heads  will 
prevail  or  not,  I don't  know. 

There  are  a tremendous 
number  of  things  that  this  Con- 
gress doesn't  know  about  the 
surgeon  general.  In  fact,  this 
Congress  knows  very  little  about 
how  any  agency  works.  They  have 
no  idea  how  commerce  works, 
labor  works,  education,  HHS,  etc. 

When  it  comes  to  the  public 
health  service,  I think  their  knowl- 
edge is  abysmal.  If  you  don't  have 
a public  health  service  and  it's 
being  destroyed  right  now  and 
you  don't  have  a surgeon  general, 
a lot  of  things  that  are  already 
statutory  will  disappear.  The 
statutes  say  that  there  will  be  an 
annual  report  by  the  surgeon 
general  to  Congress  on  some 
aspect  of  smoking  and  health. 


Those  reports  have  been  the 
backbone  of  the  fight  against  S 

tobacco.  If  we  had  not  had  them,  * 
don't  think  we  could  have  ever  j 
made  the  inroads  that  we  have.  \ 

Dr.  Jay:  In  September  1994,  Dr.  \ 
Peto,  a preeminent  epidemiolo-  j 
gist,  published  a comprehensivea] 
study  regarding  the  tobacco  i 

pandemic.®  Data  were  presented  1 1 
to  indicate  that  approximately 
half  of  all  adult  smokers  who  i 
begin  smoking  in  their  teens  will 
be  killed  by  tobacco.  We  know 
that  approximately  3,000  young 
people  become  dependent  upon 
tobacco  daily  in  the  United  State? 
Recently,  Dr.  Kessler  has  called 
tobacco  use  a "pediatric  disease.' 
What  steps  do  you  recommend  i 
that  physicians,  whether  pediatrii 
cians  or  general  physicians  or 
family  physicians,  take  in  manag 
ing  underage  tobacco  use?  H 

Dr.  Koop:  The  first  thing  that 
somebody  has  to  do  is  educate  ' 
physicians  as  to  the  whole  story  oiil 
tobacco  smoking.  You've  just  said 
that  people  who  start  smoking  in 
their  teenage  years  become  veterai 
smokers  and  these  are  the  ones  of 
whom  a third  will  die.  That's  true, 
but  that's  not  the  question  to  ask. 
The  question  to  ask  of  young 
people  is,  "When  did  you  decide 
that  you  would  start  smoking  if 
you  could?"  That  age  is  8.  So,  wha 
we  do  is,  after  a kid  has  already 
decided  that,  "As  soon  as  I get  out  i 
of  this  house  and  as  soon  as  I can 
go  to  school  without  my  mother 
watching  me,  as  soon  as  I'm  in 
junior  high  school.  I'll  be  smoking 
- I'll  be  cool  - I'll  look  like  Joe 
Camel's  people  - I'll  be  smoking 
Camels."  That's  exactly  what  he 
does.  So,  when  you  approach  a 
teenager  at  13  and  tell  him  that  he 
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shouldn't  smoke,  he's  laughing  at 
you  with  a tobacco-flavored  breath 
, and  hiding  his  laughter  with 
tobacco-stained  fingers.  He's 
already  been  in  there  for  five 
years.  So,  we've  got  to  get  the 
pediatrician  and  general  practitio- 
ner and  generalist  medical  doctors 
5 to  understand  that  fact. 

If  I had  my  way,  I would  start 
I teaching  parents  at  the  first  intake 
of  a new  baby  into  a pediatric 
practice  that  one  of  the  things 
I they've  got  to  avoid  is  passive 
smoking  for  the  youngster  because 
the  studies  all  show  developmen- 
tal changes  in  children  who  are 
j;  exposed  to  the  passive  smoking  of 
their  parents.  If  you  start  with  that 
' and  make  the  parents  imderstand 
what  they're  doing  to  their  chil- 
dren and  that  they've  got  to 
protect  them  before  they  can 
protect  themselves,  then  they  need 
to  raise  their  kids  to  protect 
themselves.  I think  that's  the  only 
way  to  go.  No  effort  that  I know 
has  ever  been  undertaken  to  get 
: pediatricians  to  do  that.  I think  it 
should  be;  it  should  become  one  of 
the  objectives  of  the  American 
Heart  Association,  the  American 
Lung  Association  and  the  Ameri- 
can Cancer  Society;  I would  be 
moving  in  that  direction  if  I were 
still  surgeon  general. 

The  thing  that  is  so  important 
is  to  get  pediatricians  aware  of  it. 
We  did  an  experiment  recently  on 
having  pediatricians  understand 
the  danger  of  loaded  guns  in 
homes  and  how  that  contributes  to 
the  unintentional  deaths  of  so 
many  children  across  the  country. 

I did  a tape  for  pediatricians  on  a 
pilot  basis  that  they  could  Hsten  to 
in  their  cars  suggesting  that  part  of 
every  history  they  take  of  a new 
patient  should  include,  "Do  you 
have  a gun  in  your  house?" 

V 


I "Where  are  the  bullets  kept?"  "Is  it 
locked  up?"  etc.  This  begins  to 
i make  parents  aware  of  a big 

danger  for  their  children.  The  exact 
same  thing  could  be  done  for 
! tobacco. 

Dr.  Jay:  In  1900  in  the  United 
States,  one  in  five  people  died 
from  tuberculosis,  and  a remark- 
able TB  control  effort,  including 
public  and  private  sectors,  suc- 
ceeded in  dramatically  reducing 
the  incidence  of  this  disease  over 
several  decades.  Today,  we're  in 
the  midst  of  an  epidemic  of  equal 
magnitude  but  entirely  man- 
made. Tobacco  use  today  accounts 
for  about  20%  of  all  deaths  in  the 
United  States.  We've  mounted  a 
considerable  anti-tobacco  effort. 
But,  we  have  a tobacco  industry 
marketing  budget  of  more  than  $5 
billion  per  year  aimed  at  encour- 
aging young  people  to  use 
tobacco.  How  can  we  respond 
adequately  to  an  epidemic  where 
the  "infecting  agent"  is  not  a 
microorganism  but  the  aggressive 
marketing  of  tobacco  products 
that  cause  nicotine  addiction? 

Dr.  Koop:  You've  got  to  stop  the 
tobacco  industry.  If  you  had  had 
the  XYZ  industry  spending  $5 
bfllion  yearly,  or  its  equivalent, 
about  the  time  when  I was  in 
medical  school  saying  all  this 
nonsense  about  tuberculosis  is  for 
the  birds  and  just  don't  pay  any 
attention  to  it;  it's  not  a serious 
disease;  it  won't  hurt  you,  and  it 
isn't  spread  the  way  they  say  it  is  - 
we'd  still  have  tuberculosis  with 
us.  So,  we've  got  to  get  at  what 
makes  the  difference  between  the 
attack  on  tuberculosis  and  the 
attack  on  tobacco.  The  difference  is 
the  tobacco  industry.  They  are 
saying  that  government  is  wrong; 


the  health  people  are  wrong;  if  you 
want  to  succeed  in  life,  in  politics, 
in  glamour,  in  labor,  in  scholastic 
work,  in  sports,  in  sex  - you'd 
better  be  smoking,  because  look  at 
these  wonderful  people  we  have  in 
these  glossy  pictures,  inferring  that 
that's  how  they  got  where  they 
are.  So,  I would  eliminate  advertis- 
ing; I would  make  it  absolutely 
illegal  to  have  such  characters  as 
Joe  Camel  pandering  to  children.  If 
I had  my  way,  I would  have  only 
tombstone  advertising  for  ciga- 
rettes. Countries  like  Finland  that 
have  done  that  have  been  very 
i successful. 

Dr.  Jay:  You  have  been  involved 
recently  in  teaching  at  Dartmouth 
and  in  producing  materials 
related  to  public  health.  Could 
you  comment  on  your  current 
activities  and  the  extent  to  which 
these  impact  the  issue  of  tobacco 
control? 

Dr.  Koop:  Personally,  I still 
respond  when  I can  to  invitations 
to  speak  to  various  groups  about 
the  dangers  of  smoking  or  of 
smokeless  tobacco.  What  we're 
doing  at  Dartmouth  is  really 
following  the  mission  of  the  Koop 
Institute,  which  is  to  reform 
medical  education.  One  of  the 
ways  we're  doing  that  is  to  teach 
I medical  students  to  be  better 
' communicators;  we  do  that  by 
having  them  teach,  with  grade 
school  teachers,  things  about  the 
human  body,  prevention  of 
disease  and  promotion  of  health  to 
grade  school  children.  We  also  do 
this  in  middle  schools  and  high 
schools.  Part  of  that  program  from 
beginning  to  the  end  is:  "Don't 
smoke."  So,  we're  trying  to  teach 
medical  students  to  make  the  "no 
smoking"  message  a very  central 
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core  of  the  kinds  of  things  that 
they  talk  to  families  and  patients 
about. 

Dr.  Jay:  Would  you  comment 
regarding  the  role  of  litigation  in 
tobacco  control? 

Dr.  Koop:  With  the  disclosures 
made  by  Brown  & Williamson's 
secret  papers  - and  we  know  that 
they  exist  in  the  other  tobacco 
companies  as  well  - 1 think  the 
whole  future  of  tobacco  liability 
cases  will  change.  There  never  has 
been  a case  won  against  the 
tobacco  company  for  the  death  of  a 
patient  from  smoking.  One  of  the 
reasons  why  is  that  some  of  these 
documents  had  been  leaked.  No 
judge  ever  permitted  them  to  be 
used  as  evidence.  But,  now,  they're 
in  the  public  domain.  They've 
been  discussed  before  Congress. 
They're  in  the  Congressional 
Record,  and  no  judge  can  say  that 
they  cannot  be  submitted  as 
evidence.  So  now,  when  a jury 
knows  that  for  30  years  the  people 


who  sell  tobacco  have  not  only 
known  it  was  addictive,  and  they 
knew  that  it  caused  heart  disease 
and  cancer  and  stroke  and  emphy- 
sema, I think  a jury  is  going  to 
bring  in  a very  large  award  against 
some  company  in  favor  of  a 
plaintiff.  When  that  happens,  I 
think  the  whole  underpinning  of 
the  financing  of  the  domestic 
tobacco  industry  will  be  in  jeop- 
ardy. I couldn't  be  happier  about 
that.  However,  don't  start  to  cheer 
from  the  housetops  because  for 
every  buck  they  lose  here,  they 
make  two  overseas  in  the  repre- 
hensible way  in  which  this  country 
exports  disease,  disability  and 
death  to  developing  countries.  □ 

Stephen  J.  Jay,  M.D.,  guest  editor 
of  this  special  issue,  conducted  this 
interview.  The  transcript  of  the  entire 
interview  has  been  edited,  and  key 
references  have  been  included. 
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V-,.igarette  smoking  kills 
i about  420,000  Americans  every 
' year,  according  to  the  Centers  for 
Disease  Control  and  Prevention. 

I That's  one“fifth  of  aU  deaths  in  this 
fl;  country  annually,  and  more  than 
the  combined  number  of  deaths 
from  alcohol,  cocaine,  heroin,  sui- 
cide, homicide,  car  crashes,  fires 
and  AIDS. 

To  find  out  more  about  to- 
bacco use  prevention,  Indiana 
Medicine  talked  with  Ronald  M. 
Davis,  M.D.  After  11  years  of 
working  for  federal  and  state  gov- 
ernment, Dr.  Davis  accepted  the 
directorship  of  the  Center  for 
Health  Promotion  and  Disease 
Prevention  at  the  Henry  Ford 
! Health  System  in  southeastern 
Michigan  in  September  1995.  He 
had  been  the  chief  medical  officer 
m the  Michigan  Department  of 
Pubhc  Health  since  1991.  From 
1987  to  1991,  Dr.  Davis  served  as 
director  of  the  U.S.  Centers  for  Dis- 
ease Control's  Office  on  Smoking 
and  Health. 

Dr.  Davis  received  his  medical 
degree  and  a master  of  arts  degree 
in  pubhc  pohcy  studies  from  the 
University  of  Chicago.  He  also 
completed  the  Epidemic  InteUi- 
gence  Service  program  and  the 
preventive  medicine  residency 
program  at  CDC.  From  1984 
through  1987,  he  served  as  the  first 
resident  physician  member  of  the 
American  Medical  Association's 
Board  of  Trustees.  He  was  elected 
to  the  AMA  Cormch  on  Scientific 
Affairs  in  June  1993. 

Dr.  Davis  has  published 
widely  m peer-reviewed  journals 


and  has  received  numerous  honors 
cmd  awards,  including  the  Surgeon 
General's  MedaUion  and  the 
American  Pubhc  Health 
Association's  Jay  S.  Drotman  Me- 
morial Award.  He  is  a member  of 
the  World  Health  Organization's 
Technical  Advisory  Group  on  To- 
bacco and  Health  and  is  the  editor 
of  Tobacco  Control:  An  International 
Journal,  which  was  launched  by  the 
British  Medical  Association  in 
1992. 

Indiana  Medicine:  You  were  the 
first  resident  physician  member 
of  the  AMA  Board  of  Trustees 
and  throughout  your  career  in 
public  health,  you  have  actively 
sought  to  bring  organized  medi- 
cine and  the  public  health  sector 
into  collaborative  relationships. 
Can  you  cite  some  specific  ex- 
amples of  how  such  collaboration 
has  resulted  in  the  development 
of  successful  preventive  health 
programs? 

Davis:  Let  me  give  you  three  ex- 
amples. First,  in  the  area  of  to- 
bacco, the  AMA  has  received  a $10 
million  grant  from  the  Robert 
Wood  Johnson  Foundation  to  ad- 
rninister  a grant  program  called 
"Smokeless  States."  In  this  pro- 
gram, the  AMA  has  disbursed 
grants  to  a dozen  or  so  states  to 
give  them  resources  to  do  creative 
and  aggressive  tobacco  control, 
based  in  particular  on  strong  coali- 
tion-building. That  program  has 
allowed  many  states  to  do  things 
that  might  not  have  been  possible 
under  other  grant  programs  ad- 
rninistered  by  the  federal  govern- 
ment, for  example.  That  program 
has  shown  how  well  organized 
medicine  can  get  into  the  business 


Ronald  M.  Davis,  M.D. 


of  preventive  medicine  and  public 
health,  and  I say  public  health 
there  because  these  state  grants 
have  usually  involved  the  state 
health  departments  in  a major  sort 
of  way. 

Another  example  is  a grant  the 
AMA  received  from  the  Centers 
for  Disease  Control  and  Prevention 
to  develop  what  are  called  Guide- 
lines for  Adolescent  Prevention 
Services,  or  GAPS.  These  are 
guidelines  for  pediatricians  and 
family  physicians  to  use  with  their 
adolescent  patients  to  promote 
health  and  prevent  disease.  GAPS 
has  been  published  by  the  AMA 
with  15  different  chapters  covering 
substance  abuse,  prevention  of 
sexually  transmitted  diseases,  pre- 
vention of  injuries,  and  so  on. 

Here  in  Michigan,  we  are  test- 
ing the  implementation  of  GAPS  in 
a school-based  clinic.  GAPS  could 
be  used  in  a physician's  office,  a 
school-based  setting  or  a public 
health  clinic.  One  of  the  key  strate- 
gies being  used  in  public  health  is 
to  use  primary  care  providers  to 
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do  prevention,  and  GAPS  is  an  ex- 
cellent tool  for  that. 

Let  me  give  you  one  other  ex- 
ample at  the  state  level.  The  Michi- 
gan Department  of  Public  Health 
has  given  grant  support  to  the 
Michigan  State  Medical  Society  at 
a level  of  about  $140,000  a year  for 
a number  of  years  to  allow  the 
state  medical  society  to  do  profes- 
sional education  and  public  educa- 
tion in  the  area  of  HP// AIDS.  That 
money  supports  a speakers  bureau 
for  talks  on  HIV/ AIDS  to  school 
kids,  to  community  organizations, 
to  hospitals  in  grand  rounds  ses- 
sions, for  example.  That  collabora- 
tion has  been  very  helpful  to  the 
state  public  health  department  in 
Michigan  to  help  educate  the  pub- 
lic and  the  medical  profession  on 
HIV/AIDS. 

Indiana  Medicine:  As  a former  di- 
rector of  the  CDC's  Office  on 
Smoking  and  Health,  you  over- 
saw the  development  of  several 
Surgeon  General's  reports.  One  of 
these,  the  1988  report  on  nicotine 
addiction,  has  provided  the  impe- 
tus for  FDA  Director  David 
Kessler,  M.D.,  to  classify  tobacco 
as  a drug  and  to  propose  regula- 
tion aimed  at  preventing  nicotine 
dependence  among  young 
people.  Do  you  believe,  first  of 
all,  that  tobacco  is  a drug? 

Davis:  There  is  really  no  question 
that  nicotine  is  an  addicting  drug 
and  that  tobacco  products  are  ad- 
dicting. The  Surgeon  General's  re- 
port in  1988  laid  out  all  the  evi- 
dence to  back  up  that  conclusion  in 
600-plus  pages,  and  most  leading 
health  authorities  and  addiction 
experts  would  agree  that  nicotine 
is  very  addicting. 


Indiana  Medicine:  Should  to- 
bacco, therefore,  be  regulated  by 
the  FDA? 

Davis:  It  should  have  been  regu- 
lated by  the  FDA  a long  time  ago, 
but  fortunately  the  FDA  is  moving 
forward  quicldy  now  to  bring  to- 
bacco under  its  regulatory  author- 
ity. The  federal  Food,  Drug,  and 
Cosmetic  Act  allows  the  FDA,  in 
fact  obligates  the  FDA,  to  regulate 
products  that  are  intended  to  affect 
the  structure  or  function  of  the 
body,  and  clearly,  nicotine-con- 
taining products  affect  the  function 
of  the  body.  Nicotine  is  very  physi- 
cally and  pharmacologically  active 
in  the  body,  and  its  psychoactive 
effects  in  particular  represent  a 
hallmark  of  an  addicting  drug.  The 
key  issue  was  to  determine 
whether  those  effects  were  in- 
tended by  the  manufacturers  of 
those  products,  and  the  FDA  has 
laid  out  a very  convincing  case 
that  the  manufacturers  of  ciga- 
rettes and  smokeless  tobacco  in- 
tended for  their  customers  to  be- 
come addicted  and  to  remain  ad- 
dicted. That  evidence  has  surfaced 
from  internal  industry  documents, 
from  industry  patents  for  new 
products,  from  research  published 
by  tobacco  industry  scientists,  and 
from  the  companies'  marketing, 
advertising  and  promotional  ac- 
tivities. 

Indiana  Medicine:  During  your 
tenure  as  Michigan's  chief  medi- 
cal officer  from  1991  to  1995,  you 
worked  closely  with  the  Michi- 
gan State  Medical  Society  on  the 
legislative  effort  that  resulted  in 
the  largest  cigarette  tax  in  the  U.S. 
Michigan's  tobacco  tax  increase 
from  25  cents  to  75  cents  per  pack 
resulted  in  more  than  $550  mil- 


lion in  revenues,  $35  million  of  j 
which  was  allocated  for  public  I 
health  programs  in  Michigan.  At  j 
a time  when  increasing  taxes  ^ 

seems  like  a politically  difficult  j 
thing  to  propose,  do  you  believe  j 
that  taxing  tobacco  products  is  | 
good  public  policy?  ] 

Davis:  It  certainly  is,  and  in  many] 
ways,  tobacco  taxes  represent  a j 

win-win  policy.  First,  it  raises  , 

needed  revenue.  Second,  it  saves  j 
lives.  Third,  people  like  it,  com-  , 
pared  to  other  sources  of  revenue,’ 
And  fourth,  it  actually  increases 
jobs  in  states  that  don't  grow  to- 
bacco. It  might  surprise  people  to ' 
hear  that,  but  it  comes  out  of  re- 
search conducted  by  Professor  Kei 
Warner  and  colleagues  at  the  Uni-| 
versity  of  Michigan  School  of  Pub-^ 
lie  Health.  They  published  a studyj 
in  the  Journal  of  the  American  Medi-  \ 
cal  Association  last  year  which  de-  | 
termined  that  many  jobs  would  be  j 
created  if  tobacco  were  to  disap-  i 
pear  from  Michigan.  The  reason  is : 
that  when  people  in  Michigan  buw 
tobacco,  much  of  that  money,  | 
maybe  most  of  that  money,  will  g(' 
to  North  Carolina,  Kentucky  and 
other  tobacco-growing  states.  If  j 
they  didn't  smoke  cigarettes,  they  1 
would  tend  to  spend  that  money  ; 
on  other  goods  and  services,  most  I 
of  which  would  go  to  people  and  I 
businesses  in  Michigan  and  wouloj 
create  jobs  here.  That  argument 
can  be  made  for  other  states  that 
don't  grow  tobacco.  So  a tobacco 
tax  increase  is  good  public  policy 
for  those  four  reasons  and  prob- 
ably for  many  others  as  well. 

Indiana  Medicine:  Have  there  j 
been  any  studies  or  data  to  sug- 
gest how  many  lives  been  saved 
in  Michigan  as  a result  of  this  tax> 
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^ Davis:  It's  too  early  to  come  up 
with  a firm  estimate  of  how  many 
^ lives  have  been  saved  or  will  be 
saved,  but  we  did  estimate  during 
^ the  campaign  that  the  tax  increase 
^ would  reduce  the  number  of 
smokers  in  Michigan  by  143,000 
adults  and  by  29,000  teenagers  and 
that  these  reductions  in  the  num~ 

'J  ber  of  smokers  would  result  in 
69,000  hves  saved  over  the  long 
term.  We  made  the  point  that  there 
are  few  things  in  pubhc  health  that 
we  could  do  that  would  accom- 
’ I plish  such  an  improvement  in  pub- 
lic health  with  such  ease  as  an  in- 
I crease  in  the  cigarette  tax. 

I j I don't  think  there's  any  ques- 
i tion  that  lives  have  been  saved. 
Cigarette  sales  are  down  by  about 
• 20%  now  compared  to  the  period 
'•  of  time  before  the  tax  was  in- 
' creased.  Most  of  that  drop  in  sales 
■ is  due  to  fewer  teens  taking  up 
smoking  and  more  adults  quitting 
? smoking.  Some  of  it  may  also  be 
due  to  smokers  smoking  fewer 
i cigarettes  a day.  So  there  will  be 
gains  in  health  and  quality  of  life 
! and  Life  expectancy  from  all  of 
those  effects. 

Indiana  Medicine:  In  September 
1995,  you  assumed  a new  posi- 
tion, director  of  the  Center  for 
Health  Promotion  and  Disease 
Prevention  of  Henry  Ford  Health 
System,  one  of  the  largest  health 
systems  in  the  country.  How  will 
this  center  support  the  needs  of 
I physicians,  other  health  profes- 
sionals and  their  patients  at 
HFHS? 

Davis:  We  will  be  promoting  pre- 
vention in  clinical  settings  through 
a variety  of  means,  including  sup- 
porting clinical  preventive  services 
by  physicians  and  other  health 
care  providers;  the  development. 


validation  and  dissemination  of 
patient  educational  materials;  and 
some  direct  patient  counseling  in 
areas  such  as  hypertension,  diabe- 
tes, nutrition  and  smoking  cessa- 
tion. We  will  also  be  working  in 
the  community  with  activities  such 
as  work  site  weUness  and  commu- 
nity health  promotion  - for  ex- 
ample, screenings  at  health  fairs. 
We'U  also  be  using  health  commu- 
nication tools  to  get  the  message 
about  healthy  lifestyles  out  di- 
rectly to  the  public  through  the 
mass  media  and  by  working  with 
community-based  organizations 
and  other  health  aUies. 

Indiana  Medicine:  You  were  in- 
strumental in  developing  a peer- 
reviewed  scientific  journal  To- 
bacco Control:  An  International 
Journal,  published  by  the  British 
Medical  Association.  For  the  past 
five  years  you  have  served  as  the 
founding  and  only  editor  of  this 
journal.  What  role  do  you  believe 
this  journal  plays  in  international 
efforts  to  prevent  tobacco-related 
disease  and  death? 

Davis:  The  tobacco  trade  is  global 
in  nature,  and  there  are  a handful 
of  multinational  tobacco  compa- 
nies, based  primarily  in  the  United 
States  and  the  United  Kingdom, 
that  are  working  aggressively 
throughout  the  world  to  promote 
tobacco  use,  especially  in  develop- 
ing countries.  The  international 
health  community  is  only  now  be- 
girtning  to  develop  strong  net- 
works so  that  we  can  get  our  mes- 
sage out  and  so  that  we  can  work 
coUaboratively  and  cooperatively 
across  national  boundaries. 

I hope  that  our  journal  can 
play  an  important  role  in  that  com- 
munication and  in  that  informa- 
tion-sharing. We  have  associate 


editors  and  members  of  our  edito- 
rial advisory  board  who  come 
from  more  than  30  countries.  We 
have  readers  who  come  from 
many  more  countries  than  that. 
We're  certainly  in  all  regions  of  the 
world,  and  we  publish  material  on 
tobacco  and  health  that  focuses  not 
just  on  the  United  States  but  on 
what  is  happening  overseas.  We 
all  have  a lot  of  lessons  that  we  can 
learn  from  each  other,  and  that's  a 
major  goal  of  the  journal,  to  allow 
us  to  share  those  lessons  that 
we've  learned  in  our  own  back 
yards.  The  journal  has  scientific  ar- 
ticles similar  to  those  seen  in  other 
peer-reviewed  journals,  but  unlike 
most  other  journals,  it  also  has  a 
large  portion  devoted  to  news, 
commentary  and  review  of  activi- 
ties of  the  tobacco  industry. 

Indiana  Medicine:  Organized 
medicine  has  stepped  up  efforts 
in  recent  years  to  control  the  to- 
bacco epidemic.  The  AMA,  under 
Dr.  James  Todd's  leadership,  has 
contributed  greatly  to  tobacco 
control  in  the  United  States.  The 
! British  Medical  Association  is 
j publishing  the  journal  you  edit. 

I From  your  international  perspec- 
I five,  is  there  a trend  for  medical 
I societies  and  associations  to  be- 
I come  more  involved  in  tobacco 
I control? 

I 

1 Davis:  I think  there  is.  Medical  so- 
I cieties  are  perceived  by  much  of 
I the  public  and  by  the  media  as 
! professional  trade  unions.  These 
organizations  have  focused  their 
energies  on  pursuing  matters  of 
concern  to  their  members,  and 
those  include  socioeconomic  issues 
as  well  as  pocketbook  issues.  But  I 
think  in  recent  years,  medical  soci- 
eties have  become  more  and  more 
oriented  toward  public  health  is- 
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sues  and  the  need  to  promote 
health  and  prevent  disease  in  the 
communities  in  which  we  see  our 
patients.  As  a result,  I think  we're 
seeing  organizations  like  the  AMA 
and  the  BMA  and  state  and  county 
medical  societies  becoming  in- 
volved in  public  health  programs 
and  campaigns,  both  as  partners 
and  as  primary  sponsors. 

One  thing  that  Indiana  needs 
to  do  as  a state  is  to  increase  its 


own  cigarette  taxes.  Indiana's  tax 
is  15.5  cents  per  pack,  which  cre- 
ates a huge  disparity  in  cigarette 
prices  between  Michigan  and  Indi- 
ana and  which  probably  leads  to 
some  cigarette  smuggling  between 
the  two  states.  We're  always  get- 
ting hit  with  press  releases  being 
put  out  by  tobacco  interests  and 
smokers'  rights  associations  talk- 
ing about  the  "uncontrolled" 
smuggling  occurring  between 


Michigan  and  states  that  have  low 
taxes  on  tobacco.  I think  most  of 
those  claims  are  hyped  up,  but  I | 
would  admit  that  some  smuggling 
goes  on,  and  we  wouldn't  have  a 
problem  if  states  like  Indiana  in- 
creased their  tax  to  our  level.  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 
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Where  the  treatment  of  coronary  heart  disease 
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WORLDS.  In  our  experience,  it's  SIMPLY  THE  BEST 
APPROACH  TO  HIGH  OUALITY  CARDIOVASCUAR  CARE. 
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ASSIST:  Making  a 
difference  in  Indiana 
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Kelly  L.  Bishop 
Indianapolis 

T obacco  use  remains  the 
leading  preventable  cause  of  death 
and  disability  in  Indiana.  Each 
year,  approximately  10,000  Hoo- 
siers  die  from  smoking-  related 
diseases.  Tobacco  use  costs  every 
man,  woman  and  child  in  Indiana 
approximately  $548  per  year  in 
health  care  costs.^  Nonsmokers 
also  suffer  from  involuntary 
exposure  to  environmental  tobacco 
smoke  (ETS).  While  tobacco  use 
rates  among  adults  have  declined 
a modest  1%  in  five  years  (27.3%, 
1988;  26.4%,  1993)^  Indiana  youth 
continue  to  use  tobacco  at  alarm- 
ing rates.  According  to  the  Indiana 
Prevention  Resource  Center,  40% 
of  high  school  seniors,  30%  of 
ninth  graders  and  20%  of  seventh 
graders  in  Indiana  use  tobacco. 

The  National  Cancer  Institute 
(NCI)  has  conducted  major 
research  programs  to  develop 
effective  interventions  to  reduce 
the  prevalence  of  tobacco  use. 
Indiana  ASSIST  is  a part  of  the 
NCFs  American  Stop  Smoking 
Intervention  Study  (ASSIST)  for 
cancer  prevention. 

ASSIST,  the  largest  tobacco 
control  program  ever  conducted 
by  the  U.S.  government,  provides 
the  state-of-the-art  process  for  local 
community  members  to  help 
prevent  tobacco  use,  protect 
nonsmokers  from  ETS  and  assist 
those  who  use  tobacco  in  quitting. 
Individuals  from  businesses, 
schools,  community  groups  and 
health  care  settings  serve  as 
ASSIST  coahtion  members.  By 
working  together  through  ASSIST 
coalitions,  individuals  and  organi- 


zations can  be  instrumental  in 
reducing  the  number  of  smokers  in 
the  state,  preventing  children  from 
using  tobacco,  preventing  unneces- 
sary disease  and  death  and  reduc- 
ing the  financial  toil  tobacco  places 
on  all  Hoosiers. 

Indiana  is  one  of  17  states 
selected  by  the  NCI  to  implement 
the  ASSIST  Project,  which  is 
funded  through  1998.  Indiana 
ASSIST  is  a partnership  of  the 
Indiana  State  Department  of 
Health  (ISDH)  and  the  American 
Cancer  Society,  Indiana  Division 
(ACS).  The  mission  of  Indiana 
ASSIST  is  "to  improve  the  quality 
of  life  in  Indiana  by  promoting 
tobacco-free,  healthy  lifestyles 
among  Hoosiers  through  commu- 
nity action  and  advocacy,  to 
prevent  tobacco  use,  provide 
assistance  to  tobacco  users  who 
want  to  quit  and  protect  nonsmok- 
ers from  environmental  tobacco 
smoke."  The  goals  of  this 
seven-year  program  in  Indiana  are 
to:  reduce  to  17.7%  the  number  of 
adult  smokers;  maintain  the  use  of 
smokeless  tobacco  among  adult 
males  at  less  than  4%;  and  reduce 
the  number  of  youth  who  start 
using  tobacco  by  50%.^ 

The  ASSIST  model  is  the 
culmination  of  more  than  40  years 
of  tobacco  control  research.  Early 
tobacco  control  interventions 
focused  on  individual  change, 
includmg  educational  programs, 
cessation  programs  and  self-help 
materials.  While  these  interven- 
tions had  some  success,  the 
sustainability  of  the  success  was 
often  short-lived.  More  recent 
tobacco  control  interventions, 
including  ASSIST,  focus  on 
changing  the  social  acceptability  of 
tobacco  use  through  public  and 


private  policies  and  extensive 
media  campaigns  to  discourage 
tobacco  use.^  Smokers  who  quit  art  ^ 
more  likely  to  remain  nonsmokers  | 
in  an  environment  that  promotes 
nonsmoking  as  the  norm.  Childreni 
are  less  likely  to  use  tobacco 
products  if  the  financial  burden  is  ** 
high.  Media  messages,  which  ^ 
promote  policy  changes,  ^ 

deglamourize  tobacco  use,  and  ^ 
promote  tobacco-free,  healthy  ^ 
lifestyles  have  been  successful  in 
altering  the  social  climate  concern-  ' 
ing  tobacco  use.  ' 

Indiana  ASSIST  is  comprised 
of  a state-level  coalition  and  five 
local  coalitions.  Local  coalitions  are 
active  in  northeast,  north  central, 
northwest  and  central  Indiana,  as 
well  as  Vanderburgh  County. 
Indiana  ASSIST  also  provides 
technical  assistance  and  resources 
to  communitites  outside  ASSIST 
coalition  areas.  More  than  500 
individuals  and  organizations  are 
participating  members  of  Indiana 
ASSIST  coalitions. 

Indiana  ASSIST  efforts  pro- 
mote four  major  tobacco  control 
policy  areas:  clean  indoor  air, 
youth  access  to  tobacco,  advertis- 
ing and  promotions,  and  taxes. 
Indiana  ASSIST  provides  training 
resources  and  technical  assistance 
to  Hoosiers  to  advocate  for  these 
changes.  i 

Clean  indoor  air 

Indiana  ASSIST  coalitions  have  i 

made  outstanding  accomplish- 
ments in  raising  public  awareness  * 
and  creating  a greater  voice  for 
clean  indoor  air  policies.  A "Go  for 
Atmosphere"  clean  indoor  air 
campaign  has  been  implemented 
throughout  the  state.  Coalition 
members  have  worked  with  public 
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and  private  decision  makers  on  the 
state  and  local  level  to  promote  the 
adoption  of  policies  protecting 
nonsmokers  from  secondhand 
smoke.  As  a result,  work  sites, 
restaurants,  mails,  schools  and 
health  care  facilities  have  imple- 
mented nonsmoking  policies,  and 
local  governments  have  promoted 
or  adopted  nonsmoking  ordi- 
nances. 

I Youth  access  to  tobacco 

The  issue  of  youth  access  to 
tobacco  continues  to  be  one  of  the 
: most  popular  activities  among 
coalition  members.  The  successes 
achieved  in  Indiana  are  many. 
Coalition  members  mobilized  a 
grassroots  support  network  to 
' defeat  tobacco  industry  sponsored 
: legislation  in  the  1995  Indiana 
General  Assembly  that  would 
have  weakened  the  state's  current 
youth  access  laws.  Youth  advocate 
groups  are  being  developed  in  aU 
local  coalition  areas,  empowering 
youth  to  take  an  active  role  in 
protecting  themselves  and  their 
peers  from  tobacco  advertising 
and  promotions  and  illegal  sales  to 
underage  youth.  Indiana  ASSIST 
has  cultivated  strong  allies  for  the 
enforcement  of  youth  access  laws. 
Educational  programs  and  compli- 
ance checks  conducted  by  law 
enforcement  officials  have  elevated 
the  awareness  and  concern  for 
sales  of  tobacco  to  underage  youth 
among  retailers,  citizens,  law 
enforcement  officials  and  health 
care  professionals.  As  a result, 
illegal  sales  of  tobacco  to  youth  are 
; decreasing  in  some  areas  of  the 
I state. 

Advertising  and  promotions 

Indiana  ASSIST  has  been  active  in 
creating  and  promoting  exciting, 
positive  health  messages  on  radio. 


television,  in  newspapers  and 
magazines  and  on  billboards  and 
bus  placards.  Recent  activities 
include  efforts  to  restrict  advertis- 
ing and  promotion  of  tobacco 
products.  While  electronic  adver- 
tising of  tobacco  products  is 
prohibited,  tobacco  companies 
spend  millions  of  dollars  in 
promotions  and  sponsorships.  The 
events  promoted  and  sponsored 
by  the  tobacco  companies  often 
receive  considerable  media  cover- 
age, allowing  the  tobacco  logo, 
image  and  name  to  be  broadcast, 
circumventing  the  electronic 
media  advertising  ban.  In  Indiana, 
tobacco  company  promotions  and 
sponsorships  are  visible  and 
powerful  ii^uences  at  major 
sporting  events,  concerts,  fairs  and 
festivals. 

Youth  are  especially  suscep- 
tible to  the  images  promoted  in 
tobacco  advertising.  Tobacco 
advertisements  suggest  product 
use  can  be  correlated  to  success, 
popularity  and  a positive  appear- 
ance. Efforts  to  reduce  the  appeal 
of  tobacco  advertising  to  youth  are 
especially  timely  in  light  of  the 
proposal  from  President  Clinton 
and  the  Food  and  Drug  Adminis- 
tration to  regulate  tobacco  adver- 
tising and  promotions. 

Taxes 

Raising  the  price  of  tobacco 
continues  to  be  the  most  effective 
means  of  reducing  tobacco  use, 
especially  among  youth.  For  every 
10%  increase  in  price,  approxi- 
mately 4%  of  adults  and  up  to  12% 
of  youth  will  quit  using  tobacco. 
Indiana's  excise  tax  on  tobacco  is 
lowest  among  states  within  the 
Great  Lakes  region.  An  intensive 
educational,  public  relations, 
marketing  and  advocacy  campaign 
is  needed  in  Indiana  to  mobilize 


the  majority  of  voting-age  citizens 
to  encourage  their  legislators  to 
sponsor  and/or  support  an 
increased  tobacco  tax. 

The  role  of  health  care 
providers  in  ASSIST 

Health  care  professionals  are 
influential  leaders  within  their 
communities.  Indiana  physicians 
and  other  health  professionals  are 
actively  involved  with  ASSIST  in  a 
variety  of  roles.  Staff  and  member 
physicians  of  the  Indiana  State 
Medical  Association  (ISMA)  have 
contributed  greatly  to  ASSIST 
policy  efforts.  They  have  provided 
testimony  on  pending  legislation 
during  the  Indiana  General 
Assembly.  Locally,  they  have 
testified  in  support  of  tobacco 
control  ordinances  or  opposed 
measures  that  would  expose 
Hoosiers  to  the  risks  of  tobacco 
use.  The  ISMA  House  of  Delegates 
has  adopted  resolutions  to  restrict 
youth  access  to  tobacco  and  to 
encourage  stronger  tobacco  control 
legislation.  In  addition,  the  ISMA 
House  of  delegates  sent  their 
resolution  to  the  American  Medi- 
cal Association's  House  of  Del- 
egates for  adoption. 

Indiana  ASSIST  and  family 
physicians  have  joined  forces  to 
educate  young  school  children  on 
the  dangers  of  tobacco  use,  the 
deception  of  tobacco  advertising, 
and  the  benefits  of  smoke-free 
environments.  Through  the  "Tar 
Wars"  program,  physicians 
provide  educational  programs  to 
fourth  and  fifth  grade  students  in 
Indiana.  Afterwards,  students  are 
encouraged  to  submit  an  effective 
tobacco  prevention  poster  in  a 
local  poster  contest.  Winners  at  the 
local  level  were  submitted  to  a 
statewide  contest.  The  state's 
winning  poster  was  submitted  to 
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the  national  contest.  The  artist  and 
chaperon  attended  the  national 
"Tar  Wars"  poster  contest. 

Physicians  and  other  health 
professionals  are  invaluable 
resources  to  ASSIST  coalitions. 
They  serve  as  technical  experts, 
conduct  media  interviews  to 
promote  tobacco  prevention  and 
control  messages,  provide  testi- 
mony and  serve  as  highly  visible 
advocates  for  tobacco  prevention 
and  control  activities. 

Indiana  ASSIST  coalitions  offer 
resources  for  their  communities. 
Coalition  members,  especially 
health  care  professionals,  are  often 
called  upon  to  conduct  educational 
programs  within  the  community. 
Training,  technical  assistance, 
educational  materials  and  speakers 
bureaus  are  a few  of  the  tobacco 
prevention  and  control  resources 
available  to  physicians,  schools, 
community  groups,  work  sites, 
policy  makers  and  citizens. 

Indiana  ASSIST  coalition 


members  have  realized  the  effect 
of  their  efforts.  Coalition  members 
were  instrumental  in  the  defeat  of 
legislation  promoted  by  the 
tobacco  industry.  Staff  and  coali- 
tion members  experienced  first- 
hand the  power  of  grassroots 
initiatives  in  the  democratic 
process. 

As  the  Indiana  ASSIST  Project 
enters  its  fifth  year,  staff  and 
coalition  members  have  renewed 
their  commitment  for  working 
through  schools,  community 
groups,  work  sites  and  the  health 
care  setting  to  promote 
tobacco-free,  healthy  lifestyles. 
Plans  are  in  place  to  increase 
coalition  membership,  to  expand 
beyond  those  traditionally  in- 
volved in  tobacco  control  efforts 
and  include  all  segments  of  the 
community.  Coalition  members 
are  looking  to  build  alliances  with 
key  influential  individuals  and 
organizational  representatives  to 
build  support  for  the  ASSIST 


objectives. 

For  more  information  on  the 
Indiana  ASSIST  Project  or  to  learn 
how  you  can  become  involved  at 
the  state  or  local  level,  call  (317) 
383-6259  or  (317)  872-4432.  □ 

Correspondence:  Kelly  L.  Bishop, 
ASSIST  Project  Manager,  Indiana 
State  Department  of  Health,  1330  W. 
Michigan  St.,  P.O.  Box  1964,  India- 
napolis, IN  46206-1964. 
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Tobacco  control 
the  AMA:  Health, 
and  politics 


t frhomas  P.  Houston,  M.D. 
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i' 

■'  c; 

j^ince  1847,  the  mission  of  the 
American  Medical  Association 
1‘  (AMA)  has  been  "to  promote  the 
science  and  art  of  medicine  and  the 
betterment  of  public  health."  In  the 
context  of  public  health,  tobacco 
use  prevention  and  control  has 
become  an  increasingly  important 
part  of  the  AMA's  strategy.  This 
article  briefly  describes  a history  of 
the  AMA  in  tobacco  control  and 
suggests  some  ways  that  state 
medical  societies  might  become 
more  involved. 

The  first  mention  of  tobacco  in 
the  Digest  ofOjficial  Actions  of  the 
AMA  House  of  Delegates  comes  in  a 
1960  resolution  for  the  AMA  to 
"clarify  its  position  regarding  the 
! harmful  effects  of  tobacco  ...  and 
i take  a lead  position  m an  educa- 
tional campaign  aimed  at  the 
j youth  of  the  United  States." 

I During  the  early  1960s,  the  Council 
on  Drugs  was  asked  to  study  the 
harmful  effects  of  tobacco.  Because 
the  study  was  in  progress,  the 
House  deferred  statements  on  the 
health  hazards  of  tobacco  use, 
pending  the  report's  conclusions. 

A 1963  announcement  from  the 
board  of  trustees  called  for  more 
documentation  of  the  health  risks 
involved  in  tobacco  use,  noting 
that  the  surgeon  general's  commit- 
tee was  considering  the  question. 

In  1965,  however,  following 
release  of  the  landmark  report 
from  the  surgeon  general,  the 
AMA  did  not  adopt  a proposed 
resolution  endorsing  the  report, 
having  made  a statement  in  1964 
that  "recognize [d]  a significant 
relationship  between  cigarette 


smoking  and  the  incidence  of  lung 
cancer  ...  and  that  cigarette  smok- 
ing is  a serious  health  hazard." 
Unlike  the  surgeon  general's 
committee,  the  AMA  did  not  state 
that  a causal  effect  between 
smoking  and  lung  cancer  was 
present. 

In  January  1964,  the  AMA 
Education  and  Research  Founda- 
tion (AMA-ERF)  entered  into  a 
five-year  agreement  with  six 
tobacco  companies  to  conduct  a 
comprehensive  program  of 
research  on  tobacco  and  health. 

The  Council  on  Drugs  study  was 
halted  because  of  this  agreement, 
as  well  as  the  belief  that  the 
surgeon  general's  report  would 
duplicate  any  coimcil  findings.  The 
AMA-ERF  received  $10  million  for 
the  project  and  appointed  a 
scientific  research  committee  to 
help  oversee  the  project,  several 
members  of  which  were  also  on 
the  surgeon  general's  committee. 
Between  1964  and  1975,  844 
researchers  in  the  United  States 
and  13  foreign  countries  produced 
795  publications  on  the  relation- 
ship between  tobacco  and  health. 
Generally  speaking,  the  findings 
and  conclusions  of  the  research 
concurred  with  the  work  of  the 
surgeon  general's  committees  and 
reports  - that  tobacco  use  is 
causally  related  to  a host  of 
diseases  resulting  in  premature 
morbidity  and  death. 

Until  the  early  1980s,  AMA 
resolutions  only  called  upon 
physicians  to  educate  the  public 
about  tobacco  and  health  and  to 
"take  a strong  stand  against 
tobacco"  without  very  many 
specifics.  In  1970,  the  AMA  began 
to  be  more  directive,  calling  for  an 
end  to  federal  tobacco  subsidies 


and 

policy 


and,  for  the  first  time,  for  a ban  on 
all  tobacco  advertising.  Only  12 
resolutions  on  tobacco  passed  the 
House  between  1970  and  1979. 

In  the  early  1980s,  the  picture 
changed  dramatically,  with  the 
action  of  a small  band  of  delegates 
to  the  House  from  the  student  and 
resident  sections.  The  volume  of 
resolutions  increased  markedly; 
the  actions  called  for  were  much 
more  pointed  and  action  oriented; 
and  the  AMA  itself  began  to  act  in 
ways  that  supported  tobacco 
control  principles,  such  as  divest- 
ing its  tobacco  stock  holdings  and 
publicly  calling  for  a total  ban  on 
tobacco  advertising. 

Currently,  more  than  140 
resolutions  have  been  passed  by 
the  House  of  Delegates  on  tobacco 
issues,  covering  a wide  spectrum 
in  tobacco  control  and  ranging 
from  protection  of  the  nonsmoking 
majority  from  the  hazards  of 
indoor  tobacco  smoke  pollution  to 
youth  access  issues  and  interna- 
tional trade.  The  AMA  supports  a 
$2  increase  in  the  federal  excise  tax 
on  cigarettes  and  called  in  1989  for 
FDA  regulatory  authority  over 
tobacco  products.  The  AMA  has 
officially  labeled  nicotine  an 
addictive  drug  and  issued  Guide- 
lines for  the  Diagnosis  and  Treatment 
of  Nicotine  Dependence  in  1994.  It 
has  initiated  a variety  of  activities 
to  educate  physicians  and  the 
public  about  tobacco  and  health, 
including  administering  several 
grants  from  the  Robert  Wood 
Johnson  Foundation  on  tobacco 
policy  intervention. 

The  Journal  of  the  American 
Medical  Association  (JAMA) 
emerged  during  this  period  to 
become  the  leading  scientific 
journal  dealing  with  tobacco  and 
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health,  with  several  tobacco 
"theme"  issues  since  1980.  The  July 
19, 1995,  issue  of  JAMA  was 
devoted  to  articles  on  tobacco 
industry  documents  that,  for  the 
first  time  in  a peer-reviewed 
journal,  showed  the  industry 
"through  a keyhole"  regarding 
what  one  company  knew  about 
nicotine,  tobacco  and  cancer;  how 
it  conducted  research;  and  how  it 
used  its  attorneys  to  hide  the 
evidence  of  its  misdeeds.  The 
entire  board  of  trustees  signed  a 
very  strongly  worded  editorial  in 
this  historic  theme  issue,  with  an 
unequivocal  statement  of  the 
AMA's  position  on  tobacco.' 

An  example  of  this  new  kind 
of  involvement  in  tobacco  control 
comes  in  tobacco  litigation.  In 
1993,  the  AMA  wrote  legal  briefs 
in  support  of  the  plaintiff  in  the 
Cipollone  case  that  came  before  the 
U.S.  Supreme  Court,  a tobacco 
products  liability  suit  brought  by 
the  estate  of  a deceased  smoker. 
More  recently,  the  AMA  has 
announced  its  willingness  to 
support  lawsuits  brought  by  states 
against  the  industry  to  recover 
Medicaid  costs  the  state  has  paid 
over  the  years.  Currently,  Missis- 
sippi, Minnesota,  Florida,  West 
Virginia  and  Maryland  have  filed 
or  announced  such  suits. 

State  medical  society  involvement 

The  AMA  recognizes  that  success 
in  tobacco  control  is  more  likely  to 
occur  at  the  state  and  local  level, 
especially  considering  the  power- 
ful influence  of  the  tobacco  indus- 
try in  Washington.  The  House  of 
Delegates  not  only  accepts  policy 
recommendations  from  state 
medical  societies,  but  has  passed 
several  statements  calling  for 
action  on  their  part.  State  societies 
are  encouraged  to: 


• Strengthen  state  and  local  laws 
that  govern  lobbying  influ- 
ences by  the  tobacco  industry, 
and  be  vigilant  for  tobacco 
industry  influence  when  local 
tobacco  control  ordinances  are 
challenged  (AMA  Policy 
490.938); 

• Develop  lists  of  pharmacies 
that  do  not  sell  tobacco  prod- 
ucts, distributing  this  to 
members;  publicly  commend 
pharmacies  that  do  not  sell 
tobacco  products  and  encour- 
age patients  to  patronize  them 
(490.946); 

• Advise  municipalities  and 
school  districts  against  use  of 
"educational"  materials  from 
the  tobacco  industry  (either  for 
retail  merchants  or  for  schools) 
(490.945); 

• Attempt  to  raise  the  state 
excise  tax  on  tobacco  products 
(490.948); 

• Support  legislation  banning 
smoking  in  public  places, 
including  businesses,  restau- 
rants, schools,  athletic  stadi- 
ums, public  transportation  and 
health  care  facilities  (505.974, 
and  other  related  policies); 

• Divest  any  and  all  tobacco 
stock  holdings  (490.950); 

• Develop,  along  with  county 
medical  societies,  strong 
anti-tobacco  campaigns  and 
actively  reach  out  to  the 
voluntary  health  associations 
to  participate  in  tobacco 
control  coalitions  (490.953); 
and 

• Sponsor  efforts  that  will  help 
physicians  and  medical 
students  more  effectively 
counsel  patients  to  stop 
smoking  (490.963). 

In  general,  four  key  areas  exist 

for  policy  development  in  tobacco 


control:  curbing  youth  access  to  I 
tobacco,  protecting  the  public  from 
the  hazards  imposed  by  environ- 
mental tobacco  smoke,  increasing 
excise  taxes  and  restricting  tobacco 
industry  advertising  and  promo- 
tion. In  some  states,  medical 
societies  have  created  tobacco 
control  subcommittees  as  an 
official  part  of  the  society  structure^, 
(North  Carolina,  Texas  and 
Indiana)  to  propose  policy  and 
develop  action  plans  designed  to 
impact  tobacco  use.  In  coordina- 
tion with  the  lobbying  and  educa- 
tional activities  traditionally  taken 
on  by  most  state  societies,  such 
efforts  can  be  very  productive  in 
targeting  tobacco.  Just  as  in  this 
issue  of  Indiana  Medicine,  other 
states  have  crafted  tobacco  control 
"theme"  issues  (North  Carolina, 
January  1995;  Maryland,  October 
1995;  and  Florida,  February  1996). 

Involvement  with  other 
groups  such  as  the  local  chapters 
of  the  American  Cancer  Society, 
the  American  Lung  Association, 
the  American  Heart  Association, 
hospital  associations,  dental 
societies  and  state  chapters  of 
medical  specialty  societies  is  also 
very  fruitful.  Most  states  have  a 
tobacco  control  coalition  that  has 
these  groups,  among  others,  as 
members.  Active  participation  of  ( 
the  medical  society  at  both  state  1 
and  county  levels  makes  it  much 
more  likely  that  these  coalitions 
will  succeed  in  their  plans.  In 
several  states,  the  medical  society 
has  assumed  the  coalition  leader- 
ship role. 

Finally,  a word  about  action  i 
and  activism.  For  too  long,  orga- 
nized medicine  has  been  accused 
of  armchair  activism  - of  only 
being  involved  in  traditional 
activities  that  are  safe,  comfortable 
and  avoid  risk.  The  recent  revela- 
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It  tions  about  tobacco  company 
deceit  in  JAMA  paint  a picture  of  a 
rogue  industry  that  demands  a 
response  from  organized  medicine 
at  all  levels.  It  is  too  little,  too  late 
to  be  content  with  generic  smoking 
cessation  advice  to  our  patients  or 
sponsoring  a health  booth  at  the 
county  fair. 

We  must  take  our  message 
outside  the  walls  of  the  office  and 
hospital,  to  confront  the  industry 
and  its  apologists  directly.  Physi- 
cians in  Kansas  and  Illinois,  for 
example,  have  shown  their  mettle 
by  picketing  tobacco  industry- 
sponsored  sports  events.  We  can 
also  act  by  making  tobacco  a 
campaign  issue  at  a town  meeting 
during  the  next  Congressional 
' elections  or  writing  letters  to  the 
editor.^  It  only  takes  one  deter- 
mined physician  to  counter  the 
misinformation  spread  by  tobacco 
industry  hired  guns  at  a city 


council  meeting  on  clean  indoor 
air  regulations.  A county  medical 
society  can  make  youth  access  to 
tobacco  a special  priority,  and 
shepherd  a local  ordinance 
through  the  system. 

The  potential  to  make  a 
difference  is  present  if  we  take  the 
time  to  get  involved.^*^  Organized 
medicine  and  its  members  can 
play  a key  role  in  the  tobacco  wars. 
Together,  the  AM  A and  its  part- 
ners in  the  states  have  an  opportu- 
nity to  make  a difference,  working 
to  ease  the  human  and  economic 
toll  taken  by  tobacco.  As  the 
Massachusetts  tobacco  control 
program  motto  states  it  so  well, 
'Tt's  time  we  made  smoking 
history."  □ 

Dr.  Houston  is  the  director  of  the 
Department  of  Preventive  Medicine 
and  Public  Health,  American  Medical 
Association,  Chicago. 


Correspondence:  Thomas  P. 
Houston,  M.D.,  American  Medical 
Association,  515  N.  State  St.,  Chi- 
cago, IL  60610. 
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Trends  of  public  opinion 
on  tobacco  use  and 


public  policy. 


Abstract 


This  study  examined  the  trends  and  stability  of  public  opin- 
ion related  to  tobacco  use  and  raising  tobacco  taxes  in  Indi- 
ana. Using  a structured  questionnaire,  a sample  of  800  house- 
holds was  randomly  selected,  and  the  adults  were  interviewed 
by  telephone  in  1989,  1990  and  1992  by  the  Indiana  University 
Center  for  Survey  Research.  The  data  were  subjected  to  de- 
scriptive and  chi-square  statistical  procedures. 

The  results  of  the  study  indicate  that  more  than  80%  agreed 
that  secondhand  smoke  is  a health  threat,  and  the  opinions 
remained  practically  stable  for  the  duration  of  the  study.  Most 
respondents  agreed  that  public  places  should  be  required  to 
have  nonsmoking  areas.  Further,  most  people  favored  a tax 
increase  on  cigarettes,  and  there  was  an  upward  trend  toward 
more  people  favoring  a tax  increase  in  recent  years.  It  was 
concluded  that  the  tax  on  tobacco  should  be  increased  for 
public  health  reasons.  □ 
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Mohammad  R.  Torabi,  Ph.D., 

M.P.H.,  C.H.E.S. 

Bloomington 

-^^ccording  to  the  U.S. 
Department  of  Health  and  Human 
Services,  the  use  of  tobacco  ac- 
counts for  approximately  419,000 
deaths  each  year  among  American 
people.  It  contributes  substantially 
to  deaths  from  cancer,  cardiovas- 
cular disease,  lung  disease,  low 
birth  weight,  and  other  problems 
including  fires  and  burns. Thus, 
cigarette  smoking  is  known  as  the 
single  most  preventable  cause  of 
death. 

Unfortunately,  smoking 
cigarettes  is  both  psychologically 
and  physiologically  addictive. 
Consequently,  most  regular  adult 
smokers  started  smoking  by  the 
time  they  graduated  from  Mgh 
school.  Thus  far,  we  have  learned 
that  prevention  through  health 
promotion  and  education  and 
empowerment  of  individuals  are 
important  weapons  to  fight  against 
major  health  risk  factors  such  as 
tobacco.  Effective  public  education 
requires  that  it  be  complemented 
with  legislative  and  advocacy 
efforts. 

With  skyrocketing  health  care 
costs  and  recent  recognition  of 
disease  prevention  and  health 
promotion  through  education  as 
an  integral  part  of  cost  contain- 
ment, it  is  critical  for  leaders  in  the 
health  profession  to  seize  the 
opportunities  and  further  promote 
health  education.  Often  legislative 
and  public  policy  efforts  are 
influenced  by  public  opinion. 
Stable  public  opinion  is  an  impor- 
tant reassurance  to  legislators  for 


passing  appropriate  bills  on 
tobacco  use  and  related  public 
policies. 

Tobacco  industries  annually 
spend  billions  of  dollars  to  pro- 
mote tobacco  use  and  to  influence 
public  opinion.  They  also  lobby 
legislators  and  public  officials 
extensively  in  order  to  block 
anti-smoking  bills  or  to  support 
their  desirable  bills.  To  combat 
tobacco  industries'  promotional 
activities,  public  health  profession- 
als often  lack  the  resources  needed 
to  develop  quality  educational 
intervention  and  lobbying  strate- 
gies. 

Despite  this  imbalance  of 
resources,  public  health  education 
has  made  significant  progress  in 
reducing  smoking  prevalence  rates 
in  the  past  three  decades.^  The 
smoking  rate  has  dropped  from 
about  45%  in  1954  to  less  than  30% 
in  the  late  1980s.^  There  are  more 


smoke-free  public  buildings  and  ; 

restaurants  than  ever  before.  Local  ' 
communities  are  better  informed  j 

about  the  consequences  of  tobacco 
use.  Yet,  extensive,  coordinated  |l 

and  comprehensive  efforts  are  I 

required  to  impact  a legislative  ! 

agenda.  j 

As  expected  in  a democratic  j! 

society,  public  opinion  plays  a jj 

major  role  in  passing  or  not 
passing  bills. Stability  of  public 
opinion  is  an  important  reassur-  j ! 
ance  to  legislators  for  passing  | 

appropriate  bills  related  to  tobacco  i 

use  and  its  taxes.  This  study  \ 

examined  the  stability  of  public  i 

opinion  related  to  tobacco  use  and  | 
raising  tobacco  taxes  in  Indiana. 

li 

Methodology 

The  American  Lung  Association  of  j 

Indiana  provided  two  grants  to  L 

sponsor,  in  part,  this  project.  A | 

structured  questionnaire  was  j 
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i developed,  field  tested  and  revised 
I for  the  data  collection  procedures. 

A sample  of  800  households  was 
1 randondy  selected,  and  the  adults 
I were  telephone  interviewed  in 
' 1990  and  1992  by  the  Indiana 
University  Center  for  Survey 
Research.  Additionally,  a compa- 
rable study  with  a few  similar 
questions  was  conducted  by  the 
Indiana  State  Board  of  Health  in 
1989.  Thus,  the  1989  data  were 
obtained,  pooled  and  compared 
with  1990  and  1992  data  for  the 
purpose  of  revealing  public 
opinion  trends  on  tobacco  use  and 
its  related  taxes.  The  three  sets  of 
data  were  subjected  to  descriptive 
and  chi-square  statistical  proce- 
dures. 

Findings 

An  exarrdnation  of  the  demo- 
graphic variables  of  the  three  sets 
of  data  provided  evidence  that  the 
samples  reasonably  weU-repre- 
sented  the  Indiana  adult  popula- 
tion by  gender,  age  and  socioeco- 
nomic composition.  The  subjects' 
ages  varied  from  18  to  older  than 
65  years,  and  most  were  between 
30  to  44  years  of  age.  Almost  equal 
numbers  of  male  and  female 
adults  participated  in  the  study. 

The  results  have  a margin  of 
error  of  4%  at  the  95%  confidence 
interval.  Smoking  prevalence  for 
the  four-year  period  remained 
relatively  stable,  varying  from  27% 
to  29%.  The  difference  is  not 
significant  and  probably  due  to 
random  error.  Consequently,  the 
percentage  of  former  smokers 
remained  unchanged  (about  24%) 
and  the  never-smoked  group 
stayed  around  48%. 

Average  daily  consumption  of 
cigarettes  by  current  smokers  was 
interesting.  The  data  revealed  a 
marginal  upward  trend  of  daily 
consumption.  In  other  words,  the 


Would  subject  agree  or  disagree  that  restaurants, 
lobbies  and  public  places  should  be  required 
to  have  nonsmoking  areas? 

(Reported  in  percentages  and  n=800) 
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Figure  1 

trend  of  current  smokers  was  to 
smoke  shghtly  more  cigarettes  per 
day  than  in  previous  years.  This 
may  indicate  that  the  public  health 
professionals  have  not  been  highly 
effective  in  reducing  daily  use  of 
cigarettes  among  smokers. 

The  subjects  were  asked  if  they 
agreed  or  disagreed  that  being 
exposed  to  secondhand  smoke 
from  other  people's  cigarettes  is  a 
health  threat.  The  results  of  the 
study  indicate  that  more  than  80% 
agreed  that  secondhand  smoke  is  a 
health  threat,  and  the  opinions 


remained  practically  unchanged 
for  the  duration  of  the  study.  The 
subjects  were  also  asked  if  they 
agreed  that  restaurants,  lobbies 
and  other  public  places  should  be 
required  to  have  nonsmoking 
areas.  As  Figure  1 shows,  most 
respondents  agreed  that  public 
places  should  be  required  to  have 
nonsmoking  areas.  Further,  more 
people  strongly  agreed  with  this 
requirement  in  recent  years  as 
compared  to  the  previous  years. 
This  positive  trend  is  statistically 
signihcant  (p<.01). 
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Would  subject  favor  or  oppose  a tax  increase  on 
cigarettes  if  the  funds  were  used  for  educational  pro- 
grams on  tobacco- related  diseases? 

(Reported  in  percentages  and  n=800) 
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Figure  2 


The  subjects  were  asked  if  they 
would  favor  or  oppose  a tax 
increase  on  cigarettes  if  the  funds 
were  used  for  educational  pro- 
grams on  tobacco-related  diseases. 
As  Figure  2 shows,  most  people 
favored  a tax  increase  on  cigarettes 
during  the  four-year  period. 
Further,  there  is  an  upward  trend 
toward  more  people  favoring  a tax 
increase  in  recent  years,  and  this 
positive  trend  is  statistically 
significant  (p<.01). 

The  subjects  were  also  asked  if 
they  would  favor  or  oppose  a tax 


increase  on  cigarettes  if  the  funds 
were  used  for  research  on 
tobacco-related  diseases.  The 
results  were  almost  similar  to 
Figure  2.  Most  respondents  (more 
than  70%)  favored  a tax  increase 
on  cigarettes  if  the  funds  were 
used  for  research  on 
tobacco-related  diseases.  Of  those 
who  favor  a tax  increase,  most 
(more  than  60%)  consistently 
supported  a tax  increase  of  six 
cents  or  more  per  pack  of  ciga- 
rettes. 

The  respondents  were  also 


asked  if  they  would  favor  or 
oppose  legislation  that  would  fund 
educational  programs  to  help  | 

prevent  young  people  from  j 

starting  to  smoke.  The  data  for  this ! 
question  were  collected  only  in  i 
1990  and  1992.  For  the  three-year 
period,  nearly  90%  of  the  respon- 
dents favor  such  legislation.  Those  | 
individuals  were  asked  a | 

follow-up  question  as  to  how  they  | 
would  prefer  the  government  pay 
for  such  programs. 

As  Figure  3 shows,  about  80% 
of  the  respondents  indicated  cut 
spending,  about  10%  indicated  i 
raise  taxes,  and  less  than  5% 
indicated  borrow  money.  j 

Discussion  and  conclusion 

The  findings  of  this  longitudinal  i 
study  revealed  that  there  was 
overall  strong  support  for  public  i 
policy  and  legislative  effort  for 
restricting  smoking  in  public 
places  for  health  and  safety 
reasons.  The  public  has  become 
increasingly  aware  of  the  dangers 
of  secondhand  cigarette  smoke. 
Further,  most  people  in  Indiana  j 
favored  a tax  increase  on  cigarettes 
if  the  funds  were  used  for  educa-  j 
tion  and  research  related  to 
tobacco  use  and  tobacco-related 
diseases.  The  public  opinion  ' 

related  to  these  topics  was  at  least 
stable  or  tended  to  be  more 
favorable  toward  restricting  j 

tobacco  in  recent  years.  This  may  | 
indicate  that  despite  intensified  j 
promotional  campaigning  by  the  | 
tobacco  industries,  public  health  | 
education  slowly  but  surely  has  j 
positively  impacted  public  opinion  ; 
on  tobacco  use  and  its  taxes.  j 

The  results  of  this  study  | 

compared  favorably  to  the  recent  | 
national  Gallup  Poll  reported  in 
1994  Public  Health  Forum.^  About 
30%  of  the  national  sample  favored 
a ban  on  smoking  in  public  places. 
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For  those  subjects  who  favor  legislation  that  would 
fund  such  programs,  which  way  would  they  prefer 
the  government  pay  for  such  programs? 

(Reported  in  percentages  and  n=800) 


Raise  taxes  Cut  spending  Borrow  money  Undecided  No  preference 
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Chi-square  = 35.56,  p>0.05 


Figure  3 


and  more  than  60%  favored  setting 
- aside  areas  for  smokers.  Also,  an 
overall  78%  thought  secondhand 
I smoke  was  very  or  somewhat 
' harmful  to  adults.  The  same 
, Gallup  report  revealed  that  the 
percentage  of  current  smokers  has 
dropped  from  40%,  to  the  lowest 
ever  of  about  25%  in  1995.  The 
following  recommendations  are 
offered  to  public  health  profession- 
als and  legislators: 

1.  A sirrdlar  public  opinion 
survey  should  be  conducted 
periodically,  and  the  results 
publicized  in  state  journals  so 
public  health  professionals  can 
develop  effective  intervention 
strategies. 

2.  Recognizing  the  serious 
consequences  of  secondhand 
smoke,  aU  policy  makers 
should  ban  or  severely  restrict 
smoking  in  aU  public  places. 

3.  It  is  estimated  that  every  pack 
of  cigarettes  smoked  costs 
every  taxpayer  $2  in  medical 
care  and  lost  productivity. 
Thus,  legislators  should  raise 
the  tax  on  tobacco  for  three 
reasons.  First,  increased  cost  of 
cigarettes  will  more  likely 
discourage  nonsmokers  from 
starting  to  smoke.  Second,  the 
current  smokers  will  more 
likely  reduce  their  daily 
consumption.  Finally,  the 
smokers  will  pay  their  share 
for  the  medical  costs  and  lost 
productivity  to  the  public 
general  fund.  □ 

Correspondence:  Mohammad 
Torabi,  Ph.D.,  Professor,  Dept,  of 
Applied  Health  Science,  HPER  16, 
Indiana  University,  Bloomington,  IN 
47405. 
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ISMA  creates  tobacco 
control  task  force 


Jerome  Melchior,  M.D. 

ISMA  president 

On  Oct.  20, 1995,  the  ISMA 
House  of  Delegates  Reference 
Committee  on  Community  Health 
Issues  adopted  Resolution  95-13 
that  called  for  the  creation  of  a 
Tobacco  Control  Task  Force 
(TCTF).  ISMA  President  Jerome 
Melchior,  M.D.,  appointed  mem- 
bers to  the  task  force  and  charged 
them  to  address  the  following 
areas  in  Resolution  95-13. 

1.  Promote  pubhc  policy  that  will 
especially  prevent  youth 
access  to  tobacco; 

2.  Support  smoke-free  indoor  air 
legislation  and  regulation  at 
local,  state  and  national  levels; 

3.  Enhance  physician  education 
and  awareness,  especially 


training  of  medical  students 
and  residents  in  tobacco 
control; 

4.  Provide  training  for  practicing 
physicians  to  be  able  to  teach 
smoke  cessation  skills  to 
others; 

5.  Publicize  the  importance  of 
tobacco  control  through 
articles  for  Indiana  Medicine 
and  ISMA  Reports; 

6.  Collaborate  with  other  organi- 
zations such  as  the  Indiana 
State  Department  of  Health, 
Indiana  University  School  of 
Medicine,  and  Project  ASSIST 
(American  Stop  Smoking 
Intervention  Study);  and 

7.  Contribute  to  the  ISMA  policy 
on  tobacco  control  by  sponsor- 
ing or  supporting  resolutions 
regarding  tobacco  control. 

The  ISMA  TCTF  met  for  the 


first  time  in  early  1996.  Task  force 
members  are  Stephen  Jay,  M.D., 
chairman;  Robert  Walker,  M.D., 
Bloomington;  Dennis  Stone,  M.D., 
Columbus;  Nancy  Griffith,  M.D., 
New  Castle;  Nicld  Turner,  M.D., 
Muncie;  Gerald  Wehr,  M.D., 
Lafayette;  and  William  Mohr, 
M.D.,  Kokomo.  It  will  develop  a 
mission  and  select  priority  goals. 
In  view  of  the  magnitude  of 
tobacco  use  in  Indiana,  the  task 
force  will  have  an  enormous 
challenge  before  it.  But,  through 
the  coordinated  efforts  of  the 
ISMA  and  other  concerned  organi- 
zations, progress  in  tobacco 
control  will  be  made.  The  active 
interest  and  involvement  in  the 
TCTF  work  among  Hoosier 
physicians  will  be  key  to  its 
success.  We  need  to  hear  from 
those  who  want  to  help.  □ 


I 
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The  Remedy  For 
Change 

In  an  environment  where  change 
is  the  only  constant,  AllMed's  500 
billing  and  practice  management 
specialists  allow  providers  to  con- 
centrate on  practicing  medicine. 
AllMed  is  the  source  for  compre- 
hensive, cost  effective  medical 
billing,  collections  and  lending. 

Our  knowledge  of  the 
payers,  as  well  as  our  unique  ability 
to  provide  asset-backed  lending 
based  on  the  value  of  receivables, 
is  why  over  100  hospitals  and 
3,000  physicians  covering  more 
than  25  specialties  have  come  to 
AllMed  for  solutions,  making  us 
one  of  the  top  five  medical  billing 
and  collecting  companies  in  the 
country. 

We  guarantee  an  increase 
in  revenue,  regardless  of  your  size 
or  specialty,  by  improving  total 
collections,  decreasing  days  for 
reimbursement  and  increasing 
reimbursements  at  the  time  of 
service.  Our  fee  arrangements 
and  guarantee  programs  ensure 
that  if  you  do  not  get  paid,  we  do 
not  get  paid. 


AllMed.  Let  us  handle  the  change. 


AllMed 

FINANCIAL  CORP 

1-800-877-8577 


Chicago  ❖ Indianapolis 
St.  Louis  Baltimore  Washington, D.C. 

Rutherford,  NJ 
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Tobacco  use  by  Indiana 
children  and  adolescents 


V 

Abstract 

Data  from  a five-year,  longitudinal  survey  of  cigarette 
smoking  and  smokeless  tobacco  use  by  Indiana  children  and  | 
adolescents  are  presented.  A four-page,  self-contained  ques- 
tionnaire was  used  to  coilect  anonymous  information  from 
more  than  240,000  students  in  grades  six  through  1 2.  indiana 
students  reported  prevaience  ieveis  20%  to  50%  higher  than 
leveis  reported  in  comparable  national  surveys.  Perceived  risk 
of  physical  or  psychological  harm  was  the  single  best  statistical 
predictor  of  whether  or  not  a student  would  choose  to  use 
tobacco.  Tobacco  use  was  statistically  linked  to  increased  use 
of  illicit  drugs.  Physicians  can  play  a powerful  role  in  influencing 
a patient's  perception  of  the  risks  associated  with  cigarette 
smoking.  □ 

V 


William  J.  Bailey,  M.P.H. 
Bloomington,  Ind. 

T obacco  use  by  children  and 
adolescents  continues  to  be  a major 
health  crisis,  despite  more  than  30 
years  of  publicity  about  the  health 
consequences  of  cigarette  smoking 
While  there  has  been  a signifi- 
cant decline  in  overall  smoking 
rates  since  the  publication  of  the 
first  surgeon  general's  report  on 
smoking  and  health  in  1964,^'^  the 
use  of  tobacco  by  children  and 
adolescents  leveled  off  in  the  early 
1980's  and  is  now  increasing. 

More  than  1,000,000  Americans 
begin  smoking  each  year  (3,000  per 
day),  and  nearly  all  of  these  new 
smokers  are  under  the  age  of  18.^'^ 
More  seriously,  children  and 
adolescents  in  Indiana  smoke  at 
rates  20%  to  50%  higher  than  do 
children  and  adolescents  nation- 
ally.^ 

As  if  the  health  consequences 
of  tobacco  use  were  not  serious 
enough  by  themselves,  tobacco  use 
plays  an  important  role  in  the 
decision  to  use  other  drugs. 
Youthful  cigarette  smokers  are 
three  to  five  times  more  likely  to 
abuse  alcohol  and  10  to  90  times 
more  likely  to  abuse  other  drugs  as 
are  nonsmokers.^'®'^° 

This  article  describes  the 
findings  of  a five-year  longitudinal 
study  of  tobacco  use  by  Indiana 
children  and  adolescents  in  grades 
six  through  12. 

Method 

Subjects  - Data  were  derived  from 
annual  surveys  of  drug  use  by 
students  in  grades  6 through  12, 
coordinated  by  the  Indiana  Pre- 
vention Resource  Center  at  Indi- 
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ana  University.^  Since  1991,  more 
than  230,000  students  from  745 
schools  m 209  school  corporations 
have  participated  in  the  annual 
surveys.  In  1995,  data  were  col- 
lected in  85  separate  community  or 
school  corporation  surveys  con- 
ducted in  250  schools  throughout 
Indiana.  These  surveys  yielded 
63,631  usable  questionnaires,  from 
66,020  students  present  on  the  day 
of  the  survey.  The  participation 
rate  was  96.4%  (641  refused  to 
participate  or  turned  in  blank 
forms,  1,393  forms  were  unusable, 
and  355  were  rejected  due  to  error 
checking  protocols). 

The  massive  sample  size  is 
required  to  provide  large  enough 
local  samples  to  generate  usable 
data  for  local  purposes.  In  the  1991 
survey,  23,319  usable  surveys  were 
collected;  in  1992,  20,629  usable 
surveys  were  collected.  In  1993  the 
number  of  schools  participating 
increased  dramatically,  resulting 
m 90,586  usable  surveys  being 
collected,  and  in  1994, 81,732 
usable  surveys  were  collected. 


While  identical  populations  were 
not  sampled  each  year,  the  popula- 
tions are  comparable,  were  se- 
lected for  geographic  and 
community-size  balance  in  an 
identical  manner,  and  should  | 

produce  comparable  data. 

Schools  are  selected  in  a I 

three-stage  purposive  stratified 
sampling  process  to  yield  a sample 
that  is  representative  of  the  state  as 
a whole  and  is  stratified  by  grade 
and  purposively  selected  taking 
into  account  geographic  balance, 
ethnic  diversity  and  community 
size.  Schools  and  communities  are 
purposively  selected  to  assure 
proportional  representation  from 
the  various  parts  of  the  state,  using 
10  planning  regions  established  by 
the  Governor's  Commission  for  a ; 
Drug-Free  Indiana,  and  to  assure 
adequate  sampling  of  minority 
populations  and  of  students  from  | 
rural  areas.  Schools  then  are  ! 

assigned  a quota  designed  to  yield  | 
appropriate  numbers  of  subjects  in ' 
each  grade.  Intact  classes  are 
randomly  selected  as  sampling  i 
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Table  1 


Prevalence  of  tobacco  use  by  Indiana  children  and  adolescents 
Grades  six  to  1 2,  spring  1 995 
Percent  of  students  in  each  grade  reporting  use 


Number 

Cigarettes 

Smokeless  Tobacco 

Percent 

95%  C.I. 

Percent 

95%  C.I.  * 

Sixth  Graders 

9,958 

Lifetime  use 

27.6 

(26.5-28.7) 

7.7 

(7.2-8.2) 

Annual  use 

18.3 

(17.6-19.0) 

5.8 

(5.3-6.3) 

Monthly  use 

9.3 

(8.8-9.8) 

3.3 

(2.8-3.8) 

Any  daily  use 

4.0 

(3.6-4.4) 

<1.0 

<1.0 

Daily  use  of  1/2  pack  or  more 

1.9 

(1.6-2.2) 

Seventh  Graders 

7,753 

Lifetime  use 

39.8 

(38.7-40.9) 

14.6 

(14.0-15.2) 

Annual  use 

29.8 

(27.9-30.7) 

11.9 

(11.3-12.5) 

Monthly  use 

17.7 

(17.1-18.3) 

7.1 

(6.6-7.6) 

Any  daily  use 

8.8 

(8.3-9.3) 

1.1 

(0.8-1.4) 

Daily  use  of  1/2  pack  or  more 

4.4 

(4.0-4.8) 

Eighth  Graders 

12,868 

t i 

Lifetime  use 

52.4 

(51.0-53.8) 

19.2 

(18.6-19.8) 

' 1 

Aimual  use 

41.4 

(40.6-42.0) 

15.4 

(14.9-15.9) 

Monthly  use 

26.3 

(25.5-27.1) 

9.3 

(8.8-9.8) 

;i! 

Any  daily  use 

14.9 

(14.4-15.4) 

2.1 

(1.7-2.5) 

5 

Daily  use  of  1/2  pack  or  more 

8.4 

(7.9-8.9) 

21 

■ :i 

Ninth  Graders 

7,437 

1 

Lifetime  use 

58.7 

(57.4-60.0) 

26.2 

(25.5-26.9) 

i 

Annual  use 

46.2 

(41.4-48.0) 

20.8 

(20.2-21.4) 

1 

Monthly  use 

30.8 

(30.2-31.4) 

13.2 

(12.7-13.7) 

\ 

Any  daily  use 

18.4 

(17.8-19.0) 

4.1 

(3.7-4.5) 

1 

Daily  use  of  1/2  pack  or  more 

11.2 

(10.6-11.8) 

10th  Graders 

11,181 

Lifetime  use 

61.8 

(60.6-63.0) 

28.7 

(28.0-29.4) 

Annual  use 

48.9 

(48.0-50.8) 

22.2 

(21.6-22.8) 

Monthly  use 

34.4 

(33.6-35.2) 

13.8 

(13.2-14.4) 

Any  daily  use 

22.4 

(21.9-22.9) 

5.0 

(4.6-5.4) 

Daily  use  of  1/2  pack  or  more 

14.6 

(14.1-15.1) 

11th  Graders 

6,280 

Lifetime  use 

66.5 

(65.2-67.8) 

32.2 

(31.2-33.2) 

Annual  use 

53.3 

(52.3-54.3) 

23.9 

(23.1-24.7) 

Monthly  use 

39.3 

(38.3-40.3) 

15.4 

(14.8-16.0) 

Any  daily  use 

26.0 

(25.0-27.0) 

6.3 

(5.7-6.9) 

Daily  use  of  1/2  pack  or  more 

17.2 

(16.4-18.0) 

12th  Graders 

8,554 

Lifetime  use 

67.9 

(66.9-68.9) 

35.8 

(34.9-36.7) 

Annual  use 

54.5 

(53.5-55.5) 

25.9 

(25.1-26.7) 

Monthly  use 

40.6 

(38.8-41.4) 

16.5 

(16.0-17.0) 

Any  daily  use 

27.6 

(26.9-28.4) 

7.6 

(7.1-8.1) 

Daily  use  of  1/2  pack  or  more 

18.9 

(18.4-19.4) 

* 95%  confidence  interval 
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Table  2 


Trends  in  tobacco  use  by  Indiana  children  and  adolescents  - 1991  to  1995 
Percent  of  students  in  each  grade  reporting  use 


1991 

1992 

1993 

1994 

1995 

Change  94/95 

Cigarette  Smoking 

Sixth  Grade 

Lifetime  use 

32.2 

33.2 

29.2 

28.8 

27.6 

-1.1ns 

Annual  use 

20.9 

22.6 

19.0 

19.5 

18.3 

-1.2ns 

Monthly  use 

10.7 

12.9 

8.5 

10.0 

9.3 

-0.7ns 

Any  daily  use 

3.9 

4.8 

3.4 

4.3 

4.0 

-0.3ns 

Daily  use  of  1/2  pack  or  more 

2.1 

3.0 

1.5 

2.0 

1.9 

-0.1ns 

Seventh  Grade 

Lifetime  use 

43.0 

42.7 

38.6 

40.1 

39.8 

~0.3ns 

Annual  use 

31.7 

31.5 

28.4 

29.7 

29.8 

+0.1ns 

Monthly  use 

16.8 

16.9 

14.5 

16.9 

17.7 

+0.8ns 

Any  daily  use 

8.6 

8.3 

7.3 

8.6 

8.8 

+0.2ns 

Daily  use  of  1/2  pack  or  more 

4.8 

4.7 

3.9 

4.4 

4.5 

+0.1ns 

Eighth  Grade 

Lifetime  use 

52.1 

55.0 

50.0 

51.3 

52.4 

+l.lns 

Annual  use 

39.1 

41.8 

37.9 

39.6 

41.4 

+1.8s 

Monthly  use 

22.0 

24.8 

21.1 

24.2 

26.3 

+2.1s 

Any  daily  use 

13.2 

13.7 

11.8 

13.8 

14.9 

+0.9ns 

Daily  use  of  1/2  pack  or  more 

7.7 

9.4 

6.7 

7.2 

8.4 

+1.2s 

Ninth  Grade 

Lifetime  use 

54.2 

58.2 

56.5 

57.4 

58.7 

+ 1.3ns 

Annual  use 

39.4 

45.9 

43.6 

45.5 

46.2 

+0.7ns 

Monthly  use 

22.6 

28.4 

26.2 

29.4 

30.8 

+ 1.4ns 

Any  daily  use 

13.6 

17.2 

16.0 

18.3 

18.4 

+0.1ns 

Daily  use  of  1 /2  pack  or  more 

9.0 

11.4 

9.9 

11.7 

11.2 

-0.5ns 

10th  Grade 

Lifetime  use 

61.6 

62.6 

60.8 

61.5 

61.8 

+0.3ns 

Annual  use 

47.8 

48.7 

46.8 

48.0 

48.9 

+0.9ns 

Monthly  use 

31.0 

31.3 

30.4 

33.0 

34.4 

+ 1.4ns 

Any  daily  use 

18.7 

20.1 

19.0 

21.9 

22.4 

+0.5ns 

Daily  use  of  1/2  pack  or  more 

12.2 

13.4 

12.3 

14.4 

14.6 

+0.2ns 

11th  Grade 

Lifetime  use 

63.0 

65.5 

64.7 

64.5 

66.5 

+2. Os 

Annual  use 

48.3 

51.3 

51.0 

50.5 

53.3 

+2.8s 

Monthly  use 

29.9 

34.9 

33.7 

34.4 

39.3 

+4.9s 

Any  daily  use 

19.3 

22.6 

22.0 

22.8 

26.0 

+3.2s 

Daily  use  of  1/2  pack  or  more 

13.8 

15.7 

15.01 

15.3 

17.2 

+1.9s 

12th  Grade 

Lifetime  use 

69.1 

69.4 

66.4 

65.6 

67.9 

+2. 3s 

Annual  use 

69.1 

54.3 

52.2 

51.8 

54.5 

+2.7s 

Monthly  use 

34.6 

36.2 

35.6 

37.3 

40.6 

+3. 3s 

Any  daily  use 

22.7 

22.8 

23.2 

25.1 

27.6 

+2.5s 

Daily  use  of  1 /2  pack  or  more 

16.3 
ns  = 

16.0  16.0 
not  significant  at  p <.05  level 

17.9 

18.9 

+1.0s 

s = significant  at  p <.05  level 
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Table  2 (continued) 


Trends  in  tobacco  use  by  Indiana  children  and  adolescents  - 1991  to  1995 
Percent  of  students  In  each  grade  reporting  use 


, 

1991 

1992 

1993 

1994 

1995 

Change  94/95 

jSmokeless  Tobacco 
Sixth  Grade 

Lifetime  use 

9.2 

13.0 

8.5 

9.0 

7.7 

-1.3s 

Annual  use 

6.5 

10.2 

6.4 

6.8 

5.8 

-1.0s 

Monthly  use 

4.1 

5.9 

3.5 

4.0 

3.3 

-0.7s 

Any  daily  use 

<1 

<1 

<1 

<1 

<1 

Seventh  Grade 

Lifetime  use 

17.4 

16.2 

13.9 

14.9 

14.6 

-0.3ns 

Annual  use 

14.4 

13.2 

10.9 

11.7 

11.9 

+0.2ns 

Monthly  use 

9.7 

7.9 

6.7 

7.5 

7.1 

-0.4ns 

Any  daily  use 

2.6 

5.1 

1.2 

1.7 

1.1 

-0.6ns 

Eighth  Grade 

Lifetime  use 

24.8 

26.6 

18.9 

20.1 

19.2 

-0.9ns 

Annual  use 

20.1 

22.8 

14.9 

16.5 

15.4 

-1.1ns 

Monthly  use 

13.7 

15.6 

9.0 

10.6 

9.3 

-1.3s 

Any  daily  use 

4.6 

5.1 

2.3 

2.6 

2.1 

-0.5ns 

Ninth  Grade 

Lifetime  use 

28.0 

28.5 

24.3 

25.8 

26.2 

+0.4ns 

Annual  use 

23.3 

25.1 

19.2 

20.8 

20.8 

+0.0ns 

Monthly  use 

14.4 

16.1 

12.2 

13.3 

13.2 

-0.1ns 

Any  daily  use 

5.0 

5.4 

3.8 

4.2 

4.1 

-0.1ns 

10th  Grade 

Lifetime  use 

35.5 

32.0 

27.9 

28.0 

28.7 

+0.7ns 

Annual  use 

27.3 

27.1 

21.6 

21.8 

22.2 

+0.4ns 

Monthly  use 

18.1 

18.2 

13.2 

13.6 

13.8 

+0.2ns 

Any  daily  use 

7.6 

7.9 

4.7 

5.2 

5.0 

-0.2ns 

11th  Grade 

Lifetime  use 

35.1 

37.3 

31.9 

31.0 

32.2 

+1.2ns 

Annual  use 

26.5 

28.1 

23.5 

23.1 

23.9 

+0.8ns 

Monthly  use 

16.9 

19.5 

14.4 

14.6 

15.4 

+0.8ns 

Any  daily  use 

6.8 

9.3 

5.8 

6.4 

6.3 

-0.1ns 

12th  Grade 

Lifetime  use 

38.0 

39.5 

34.0 

33.9 

35.8 

+1.9s 

Annual  use 

38.0 

20.8 

23.8 

24.6 

25.9 

+1.3ns 

Monthly  use 

19.4 

21.7 

15.4 

15.5 

16.5 

+1.0ns 

Any  daily  use 

9.6 

10.4 

6.9 

7.0 

7.6 

+0.6ns 

ns  = not  significant  at  p <.05  level 
s ==  significant  at  p <.05  level 
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clusters.  The  sample  reasonably 
well  represents  the  sociodemo- 
graphic makeup  of  the  state,  based 
upon  the  1990  decennial  Census  of 
Population  and  Housing.  The  1995 
sample  consisted  of  appropriate 
subsamples  from  each  of  the  10 
plarming  regions.  The  number  of 
African-American  respondents 
and  Hispanic  respondents  also 
well  represented  their  share  of  the 
state's  population. 

A more  detailed  description  of 
the  sampling  procedure  may  be 
found  on  the  Indiana  Prevention 
Resource  Center's  World  Wide 
Web  site  at  URL:  http://www. 
drugs.indiana.edu/  statistics. 
Although  not  true  random  sam- 
pling, the  sampling  procedure 
used  in  this  study  is  comparable  to 
that  used  in  the  National  High 
School  Survey  ("Monitoring  the 
Future"  study),^  and  its  massive 
size  (65,000+  participants)  and 
representativeness  make  it  a 
valuable  and  reliable  sample  of  the 
population. 

The  anonymous  written 
questionnaire  was  selected  for 
reasons  of  data  quality,  cost  and 
time  efficiency  and  effectiveness 
and  prior  experience. 
Self-administered  written 
questionnaires  "were  found  to 
produce  more  complete  reporting 
of  drug  use  ...  [particularly]  for 
reporting  of  more  recent  use  of 
'harder'  drugs. This  method  is 
comparatively  less  expensive  than 
other  data  collection  methods  and 
is  feasible  with  school-aged  youth, 
given  the  relatively  easy  access  to 
this  population  through  adminis- 
tration in  school  settings.  With 
Indiana's  relatively  strict  enforce- 
ment of  mandatory  school  atten- 
dance laws,  more  than  98%  of  the 
youth  population  under  age  16 
may  effectively  be  reached 


through  school-administered 
surveys.  School  drop-out  is  a 
significant  problem  after  age  16, 
and  these  data  reflect  only  those 
students  still  in  school.  Johnston, 
O'Malley  and  Bachman^  describe  a 
protocol  that  can  be  used  to 
estimate  the  total  prevalence 
(including  the  drop-out  popula- 
tion) from  data  such  as  these. 

Instrumentation  - The  survey 
used  is  a four-page,  self-contained 
questionnaire,  designed  by  the 
Indiana  Prevention  Resource 
Center  for  use  in  school  settings. 
All  of  the  questions  in  the  preva- 
lence portion  of  the  questionnaire 
are  comparable  to  the  National 
High  School  Survey.^  The  basic 
portion  of  each  questionnaire  is 
divided  into  16  multi-part  ques- 
tions that  measure  drug  use  and  its 
correlates.  Items  were  selected  to 
gather  data  comparable  to  Healthy 
People  2000^^  standards  utilized  by 
the  U.S.  Public  Health  Service,  so 
that  the  resulting  data  could  be 
used  to  assess  the  state's  and  a 
community's  success  at  meeting 
the  Healthy  People  2000  target 
goals. 

During  development  of  the 
survey,  the  basic  questionnaire 
was  reviewed  by  a panel  of  experts 
for  content  validity,  subjected  to 
six  months  of  pilot  testing  and 
review  by  focus  groups  of 
school-aged  youth  and  tested  for 
reliability  using  the  test-retest 
method  (correlation  coefficient 
0.82).  A SMOG  Index  of  Readabil- 
ity was  calculated  to  assure 
readability  at  the  fifth  grade  level. 
The  survey  form  is  optically 
scannable,  allowing  for  direct 
transfer  of  data  from  the  forms  to  a 
computer  file,  utilizing  an  NCS 
Op-Scan  10  reader.  The  collected 
data  are  analyzed  using  descrip- 
tive statistical  techniques  and 


multiple  regression  through 
SPSS-X  routines  operating  in  a 
VAX /VMS  environment.  A more 
detailed  description  of  the  instru- 
ment development  and  reliability 
testing  has  been  published  else- 
where.^-® 

Procedures  - Each  year,  all 
surveys  were  conducted  during  a 
six-week  period  in  the  spring  so 
that  the  high  school  data  would  be? 
comparable  to  the  National  High 
School  Survey  data.  Due  to  the 
relatively  high  rates  of  new  drug 
experimentation  during  a particu- 
lar school  year,  it  is  necessary  to 
survey  all  populations  at  about  the 
same  time,  to  avoid  "maturation 
bias." 

Students  complete  the  ques- 
tionnaire m private  and  anony- 
mously deposit  it  in  a collection 
box  or  envelope  to  protect  confi- 
dentiality. No  identifying  data  are 
collected,  except  gender,  grade  in 
school  and  ethnic  background,  andi 
data  are  processed  by  a statistical 
team  that  has  no  direct  access  to 
the  students,  to  assure  anonymity. 
Students  are  given  the  option  of 
declining  to  participate  or  of 
turning  in  a blank  survey  instru- 
ment. More  than  95%  of  eligible 
students  complete  usable  surveys 
at  every  site.  Data  collection  is 
supervised  by  the  classroom 
teachers  or  a classroom  monitor 
provided  by  the  local  school  in 
each  school.  The  procedures  for 
training  data  collectors  and  for 
error  checking  of  the  validity  of 
student  responses  have  been 
published  elsewhere.^® 

Results 

For  the  three  grades  (eighth,  10th 
and  12th)  for  which  national 
statistics  are  available,  Indiana 
students  reported  significantly 
higher  rates  of  cigarette  smoking 
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than  did  students  nationally.  For 
example,  comparing  monthly  use 
in  1994,  the  latest  year  for  which 
national  data  are  available,  24.2% 
of  Indiana  eighth  graders  reported 
smoking  at  least  one  cigarette  in 
the  month  prior  to  the  survey, 
compared  to  18.6%  nationally. 
Indiana  tenth  graders  exceeded  the 
national  peers  33%  to  25.4%. 
Indiana  twelfth  graders  exceeded 
their  national  peers  37.3%  to 
31.2%.  Comparing  daily  smoking 
of  a half  pack  or  more,  Indiana 
eighth  graders  exceeded  their 
national  peers  7.2%  to  3.6  %; 
Indiana  10th  graders  exceeded 
their  peers  14.4%  to  7.6%;  and 
Indiana  12th  graders  exceeded 
their  peers  17.9%  to  11.2%.^'^ 

Comparisons  of  smokeless 
tobacco  use  by  Indiana  students 
and  students  nationally  yield 
similar  results.  When  comparing 
data  for  1993  (the  latest  year  for 
which  national  smokeless  tobacco 
data  are  available),  Indiana  eighth 
graders  exceeded  the  national  rates 
for  smokeless  tobacco  use  in  the 
month  prior  to  the  survey  9%  to 
6.6%;  10th  graders  exceeded  their 
peers  13.2%  to  10.4%;  and  12th 
graders  exceeded  the  national 
norm  15.4%  to  10.7%^  Table  1 
describes  the  prevalence  of  ciga- 
rette smoking  and  smokeless 
tobacco  use  by  Indiana  children 
and  adolescents  in  1995,  with  95% 
confidence  intervals. 

In  Indiana,  cigarette  smoking 
declined  at  most  grades  and  for 
most  measures  of  prevalence  from 
1991  to  1993.  Since  1993,  most  rates 
have  increased.^  Nationally,  1992 
showed  the  low  point  in  preva- 
lence rates,  with  increases  in  both 
1993  and  1994.^  Table  2 details  the 
trend  in  cigarette  smoking  and 
smokeless  tobacco  use  by  Indiana 
children  and  adolescents  from 
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1991  to  1995. 

Johnston,  O'Malley  and 
Bachman  found  that  perception  of 
risk  of  physical  or  psychological 
harm  was  the  strongest  single 
predictor  of  whether  or  not  a 
student  would  use  any  drug. 

Those  believing  that  smoking  one 
or  more  packs  of  cigarettes  per  day 
would  present  a "great  risk"  of 
physical  harm  were  much  less 
likely  to  smoke  cigarettes  than 
those  who  saw  "no  risk"  or  "slight 
risk."^  Indiana  students  who 
believed  daily  smoking  presented 
less  than  "great  risk"  were  more 
than  six  times  more  likely  to 
smoke  than  those  who  believed  it 
presented  "great  risk"  (odds 
ratio-8.33;  95%  CI-8.02-8.64). 

Three  studies®"^®  previously 
showed  a powerful  relationship 
between  cigarette  smoking  and  the 
use  of  other  drugs.  Use  of  illicit 
drugs  is  very  rare  among  children 
and  adolescents  who  are  not 
regular  cigarette  smokers. 
Johnston,  Bachman  and  O'Malley 
found  that  high  school  seniors 
who  smoked  were  10  to  30  times 
more  likely  to  use  controlled 
substances  as  those  who  were 
nonsmokers.^  Merrill,  Fox,  Lewis 
and  Pulver  found  that  students 
aged  12  to  17  were  5.9  times  more 
likely  to  use  marijuana  and  19.3 
times  more  likely  to  use  cocaine 
than  were  nonsmokers. In 
Indiana,  we  previously  reported 
that  68.2%  of  students  who 
smoked  one  or  more  packs  of 
cigarettes  daily  smoked  marijuana, 
compared  with  1.5%  of  nonsmok- 
ers; 23.8%  of  smoking  students 
used  cocaine,  compared  with  0.3% 
of  nonsmokers.® 

Reported  rates  of  use  of 
marijuana,  cocaine,  amphetamines, 
tranquilizers,  inhalants,  prescrip- 
tion narcotics,  heroin  and  anabolic 


steroids  among  Indiana  students 
in  grades  six  through  12  are 
greater  than  the  rates  reported 
nationally.®'^  Almost  all  of  the 
"excess"  use  can  be  explained  by 
Indiana's  "excess"  rate  of  cigarette 
smoking.  If  the  impact  excess 
smoking  prevalence  is  extracted 
from  Indiana's  prevalence  rates  for 
use  of  controlled  substances,  by 
weighting  Indiana  students' 
responses  to  artificially  create  the 
same  proportion  of  smokers  and 
nonsmokers  as  is  found  in  the 
national  surveys,  then  Indiana's 
prevalence  rates  for  controlled 
substance  use  do  not  differ  signifi- 
cantly from  the  national  rates  at 
most  grades  and  for  most  mea- 
sures of  prevalence.  Detailed  data 
tables  from  the  Indiana  Prevention 
Resource  Center's  annual  survey 
of  alcohol,  tobacco,  and  other  drug 
use  by  Indiana  children  and 
adolescents  may  be  found  on  the 
Indiana  Prevention  Resource 
Center's  World  Wide  Web  site: 
URL  = http:/  / WWW.  drugs. 
indiana.edu/statistics/ 


) 
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Discussion  and  comments 

Indiana  children  and  adolescents 
are  more  likely  to  use  tobacco  than 
are  children  and  adolescents 
nationally.  This  increased  preva- 
lence will  result  in  disproportion- 
ately high  health  care  costs  and 
increased  mortality  and  morbidity 
in  the  future  - unless  steps  are 
taken  soon  to  reduce  youthful 
tobacco  use  in  Indiana.  Beyond  the 
health  care  costs  associated  with 
tobacco  use  itself,  youthful  ciga- 
rette smoking  is  statistically  linked 
with  massive  increases  in  the  risk 
of  using  illicit  drugs.  Cigarettes 
and  smokeless  tobacco  act  as 
so-called  "gateway  drugs"  that  can 
serve  as  almost  essential  precur- 
sors to  the  use  of  illicit  drugs.  The 
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surgeon  general  has  hypothesized 
that  the  mechanism  by  which 
cigarette  smoking  impacts  upon 
future  use  of  other  drugs  is  an 
interaction  of  multiple  and  simul- 
taneous mechanisms.^  While  the 
mechanism  may  not  yet  be  fully 
explained,  the  impact  is  clear. 
Indiana's  increased  rate  of  youth- 
ful cigarette  smoking  is  correlated 
with  increased  rates  of  illicit  drug 
use. 

A student's  perception  of  the 
risk  of  physical  or  psychological 
harm  is  the  best  known  statistical 
predictor  of  use  of  alcohol,  tobacco 
or  other  drugs.  It  is  a more  power- 
ful influence  than  peer  or  social 
pressures.^  Physicians  can  play  a 
powerful  role  in  helping  to  estab- 
lish an  appropriate  level  of  per- 
ceived risks  associated  with 
tobacco  use.  Proactively,  they  can 
educate  their  patients  and  commu- 
nities about  the  health  conse- 
quences of  cigarette  smoking  and 
other  tobacco  use.  Reactively,  they 
can  counsel  youthful  patients  who 
smoke  about  future  and  present 
health  consequences.  Linking  a 
youthful  patient's  present  symp- 
toms of  upper  respiratory  prob- 
lems, cardiovascular  disease, 
hypertension  and  other  health 
problems  to  the  patient's  cigarette 
smoking  can  greatly  influence  that 
patient's  perception  of  the  risk  of 
smoking  cigarettes. 

Physicians  also  may  use  a 
youthful  patient's  cigarette  smok- 
ing, which  should  be  relatively 
easy  to  identify,  as  a potential 
identifier  of  other  drug  use.  The 
powerful  statistical  association 
between  youthful  cigarette  smok- 
ing and  illicit  drug  use  should 
serve  as  a warning  for  the  physi- 
cian who  has  physical  evidence  of 
a patient's  tobacco  use.  This 


evidence  opens  an  opportunity  to 
counsel  these  patients  and  reveals 
a need  to  inquire  about  illicit  drug 
use.  □ 
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Effects  of  tobacco  use  on 
the  health  of  Indiana  citizens 


Abstract 

In  Indiana  the  lung  cancer  mortality  rate  is  aimost  equal  to 
the  incidence  rate.  The  mortaiity  rate  from  lung  cancer  in  men 
is  almost  four  times  higher  than  for  any  other  cancer.  In  women, 
the  mortality  rate  is  20%  higher  than  the  mortality  rate  for  breast 
cancer.  In  Indiana,  black  men  have  the  highest  death  and 
incidence  rates,  foiiowed  by  white  men,  black  women,  then 
white  women.  There  are  no  eariy  warning  signs  for  lung  cancer; 
there  is  no  recommended  screening  mechanism;  there  is  no 
uniformly  effective  treatment.  Unlike  most  cancers,  the  primary 
cause  of  lung  cancer  is  a well  known  behavioral  factor:  smok- 
ing. Smoking  prevalence  is  higher  in  Indiana  than  in  the  United 
States  for  both  men  and  women.  □ 

\ ) 


Gregory  K.  Steele,  DrPH,  M.P.H. 
Jeanne  E.  Moorman,  M.S. 
Indianapolis 

I X-/img  cancer  is  the  most 
common  and  most  preventable 
cancer  in  Indiana.^  No  single 
measure  is  known  that  would  have 
as  great  an  impact  on  the  mortality 
and  morbidity  attributable  to 
cancer  as  a reduction  or  elimina- 
tion in  the  use  of  tobacco.  It  is 
estimated  that  85%  of  all  deaths 
from  lung  cancer  are  a conse- 
quence of  smoking.  For  men, 
approximately  one  of  every  four 
deaths  is  attributable  to  smoking.^ 
While  not  as  great  as  for  men,  the 
incidence  of  lung  cancer  in  women 
has  climbed  at  an  alarming  rate. 
This  increase  is  clearly  attributable 
to  the  increase  in  the  prevalence  of 
smoking.^ 

In  Indiana,  smoking  was  the 
primary  cause  of  nearly  one  in  five 
deaths  in  1989.^  L^g  cancer  and 
heart  disease  account  for  more 
than  half  of  the  deaths  attributed 
to  smoking  in  Indiana.  Lung 
cancer  accounts  for  the  highest 
number  of  smoking-related  deaths 
in  a single  disease  category  and 
occurs  most  often  in  people  over 
the  age  of  50  who  have  long 
histories  of  cigarette  smoking.^ 

Behavioral  Risk  Factor 
Surveillance  System 

Data  are  available  on  the  trends  of 
cigarette  smoking  in  adults  who 
reside  in  Indiana  through  the 
Indiana  Behavioral  Risk  Factor 
Surveillance  System  (BRFSS). 
BRFSS  is  a nationwide  random- 
digit-dial  telephone  survey  of 
adults  that  monitors  data  on  the 
prevalence  of  cigarette  smoking. 


use  of  smokeless  tobacco  and  other 
lifestyle  issues.  These  sample- 
based  data  are  adjusted  to  the 
age-sex-race  distribution  of  the 
adult  population  of  Indiana.^ 
National  BRFSS  data  are 
compiled  and  analyzed  by  the 
Centers  for  Disease  Control  and 
Prevention  (CDC).  According  to 
the  1993  BRFSS  Summary  Report 
published  by  CDC,  Indiana  ranks 
eighth  in  the  nation  in  the  preva- 
lence of  current  smokers.^  Current 
smokers  are  defined  as  adults  who 
have  smoked  100  or  more  ciga- 
rettes and  who  now  smoke  on 
either  a regular  or  irregular  basis. 
During  the  period  of  1990-1994, 
the  prevalence  of  smoking  in  both 
males  and  females  has  remained 
relatively  stable.  According  to 
BRFSS  data,  29%  of  adult  males 
and  26%  of  adult  females  in 
Indiana  currently  smoke.  Between 
1990  and  1994,  men  reported 
smoking  more  than  one  pack  per 
day  at  a significantly  higher  rate 
than  females.  Most  women  who 
smoked  reported  smoking  one  or 
fewer  packs  per  day.^ 


The  prevalence  of  current 
smoking  does  not  differ  signifi- 
cantly between  blacks  and  whites. 
The  prevalence  of  smoking  gener- 
ally declined  with  age  in  those  age 
35  and  older.  At  all  ages  except 
ages  55-64,  women  smoke  at  a 
lower  rate  than  males.  There  is  a 
clear  age-related  decline  in  the 
proportion  of  male  smokers  who 
still  smoke.  This  may  reflect  an 
increase  in  successful  smoking 
cessation  with  increasing  age. 
There  also  may  be  a 
''survivorship"  component  in  that 
many  long-term  smokers  tend  to 
die  at  an  earlier  age  than  their 
counterparts  who  quit  smoking. 
The  proportion  of  women  smokers 
who  have  quit  shows  a less 
dramatic  decline  with  age.  This 
may  reflect  the  increasing  number 
of  young  female  smokers  who 
have  not  yet  made  a decision  to 
quit.^ 

Environmental  tobacco  smoke 
Involuntary  smoking  as  a conse- 
quence of  side-stream  smoke  or 
environmental  tobacco  smoke 
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(ETS)  also  has  been  consistently 
linked  to  an  increased  risk  of  lung 
cancer.  The  determination  of  a 
causative  role  for  ETS  is  based  on  a 
variety  of  evidence  including: 
epidemiologic  studies  that  docu- 
ment an  increase  of  lung  cancer 
risk  among  nonsmokers  with 
increased  ETS  exposure;  studies 
that  detect  elevated  levels  of 
cotinine,  the  major  metabolite  of 
nicotine  in  body  fluids  of  non- 
smokers;  and  laboratory  analyses 
that  indicate  the  components  of 
side-stream  smoke  are  qualita- 
tively similar  to  mainstream 


smoke  and  can  act  as  carcinogens 
in  bioassay  studies.  Evidence 
suggests  that  persons  exposed  to 
ETS  are  subject  to  a lung  cancer 
relative  risk  of  about  1.3,  or  30% 
greater  than  those  not  exposed  to 
ETS.^  In  addition  to  its  indepen- 
dent carcinogenic  effect,  cigarette 
smoke  can  ei^ance  the  effect  of 
other  carcinogens  such  as  asbestos 
and  radon.^ 

Lung  cancer  mortality 

During  the  period  from  1986  to 
1990,  Indiana  men  ranked  14th  in 
the  nation,  and  Indiana  women 


Table 


Lung  cancer  mortality  rates*  by  race  and  gender 
Indiana,  1988-1992 


GENDER/RACE 

1988 

1989 

YEAR 

1990 

1991 

1992 

Total 

54.2 

54.1 

55.5 

55.7 

55.1 

Male 

Total 

86.0 

84.7 

86.1 

85.5 

81.7 

White 

83.8 

82.7 

84.1 

83.7 

79.5 

Black 

128.5 

128.1 

122.7 

118.0 

124.7 

Female 

Total 

31.4 

32.0 

33.2 

34.6 

35.7 

White 

31.3 

31.7 

32.5 

34.3 

35.4 

Black 

31.9 

38.1 

46.3 

43.1 

39.9 

White 

53.2 

52.9 

54.3 

54.8 

53.8 

Black 

71.6 

75.3 

77.7 

74.3 

75.2 

* Average  armual  rates  per  100,000  population,  age-adjusted  to  the 
U.S.  1970  standard  population. 


Source:  Indiana  Cancer  Control  Plan,  1995. 


ranked  18th,  based  on  the  average 
annual  age-adjusted  lung  cancer  i 
mortality  rate.^  Indiana's  rate  for 
men,  84.6  per  100,000  population, 
is  13%  higher  than  the  national 
rate  of  74.9  per  100,000.  The  lung 
cancer  mortality  rate  for  women  in 
Indiana,  30.8  per  100,000,  was  4.4 
percent  higher  than  the  national 
rate  of  29.5.^ 

Age-specific  lung  cancer 
mortality  rates  in  Indiana  steadily 
increase  as  the  population  ages. 
Comparing  the  periods  of 
1963-1967  and  1983-1987,  total 


ai 

in 

c 


c 

I 


lung  cancer  mortality  rates  in- 
creased by  98%  in  Indiana  but  only 
80%  in  the  United  States  as  a 
whole.  This  increase  in  mortality  is^ 
most  likely  related  to  the  higher 
rate  of  smoking  in  Indiana  com- 
pared to  the  nation*. 

In  Indiana,  lung  cancer  is  the 
leading  cause  of  cancer  deaths  for 
both  men  and  women.  In  1987, 
lung  cancer  overtook  breast  cancer 
as  the  primary  cause  of  cancer 
deaths  among  women.  For  the 
period  of  1988  to  1992,  lung  cancer 
was  responsible  for  36.8%  of  the 
cancer  deaths  in  men,  and  21.8%  of 
the  cancer  deaths  in  women.  ^ 

Lung  cancer  mortality  rates  in 
Indiana  have  consistently  been 
higher  in  men  than  women;  male 
mortality  rates  have  been  consis- 
tently higher  in  Indiana  than  the 
United  States.  Between  the  periods 
of  1963-1967  and  1983-1987, 
mortality  rates  for  men  increased 
by  75%  in  Indiana  versus  56%  in 
the  United  States.^  The  rates  for 
men  in  Indiana  for  the  most  recent 
five-year  period  (1988-1992)  show 
a much  smaller  increase  and  may 
indicate  that  the  rapid  increase  in 
mortality  from  lung  cancer  is 
slowing  for  men.^ 

Female  lung  cancer  rates  were 
lower  in  Indiana  than  in  the 
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United  States  as  a whole  until  1978 
when  the  trend  reversed.  A 389% 
increase  was  observed  in  Indiana 
between  the  periods  of  1963-1967 
and  1988-1992  compared  to  a 314% 
increase  in  the  United  States.  Lung 
cancer  is  now  the  leading  cause  of 
cancer  mortality  in  women  in  both 
Indiana  and  the  United  States.^ 

' Both  white  and  black  men  in 
Indiana  experience  higher  lung 
cancer  death  rates  than  the  rates 
for  women  of  the  same  race.  The 
rates  for  black  men  are  the  highest 
overall,  followed  by  white  men, 
then  black  women.  White  women 
have  the  lowest  lung  cancer  rates 
m the  state.  There  has  been  Httle 
change  in  the  lung  cancer  death 
rates  for  all  men  between  the 
periods  of  1963-1967  and 
1988-1992.  Conversely,  there  has 
been  a marked  increase  in  the  rates 
for  both  white  and  black  women 
during  this  same  time  period.  The 
increase  in  the  lung  cancer  death 
rates  for  women  is  expected  to 
continue  as  a consequence  of  the 
increased  prevalence  of  smoking 
among  women.  ^ 

A review  of  the  age-adjusted 
lung  cancer  death  rates  (Table)  for 
the  years  1988-1992  reveal  current 
data  trends.  Overall,  during  the 
five-year  period,  the  death  rates 
for  men  have  been  slowly  decreas- 
ing, while  rates  for  women  have 
been  increasing  by  approximately 
1.1  deaths  per  100,000  population 
per  year.  For  white  men,  the 
annual  age-adjusted  death  rate  has 
begun  to  decrease  slightly.  In  black 
women,  although  the  lung  cancer 
death  rate  appears  to  be  decreas- 
ing over  the  last  three  years,  it  is 
expected  that  this  rate  will  begin  to 
increase  due  to  the  prevalence  of 
smoking  in  younger,  black  women. 
For  black  men,  the  lung  cancer 
death  rate  overall  appears  to  be 
relatively  stable,  with  expected 
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smaU  year-to-year  fluctuations  in 
the  data.^ 

Lung  cancer  incidence 

Age-specific  lung  cancer  incidence 
rates  in  Indiana  peak  at  age  75-79 
for  men  and  at  age  70-74  for 
women.  The  shape  of  the  age- 
specific  rate  curve  is  indicative  of  a 
cohort  behavioral  effect  rather 
than  a simple  aging  effect  as  seen 
in  most  other  cancers.  Over  time, 
age-specific  rates  have  declined 
the  most  in  men  aged  35-54,  and 
the  decline  in  this  age  group  is 
responsible  for  the  decline  in  the 
overall  incidence  rate  for  men.  The 
decline  is  attributed  to  a lower 
prevalence  of  smoking  in  men 
aged  35-54,  and  as  men  in  this  age 
group  get  older,  the  lower  inci- 
dence rates  should  reflect  this 
cohort  trend  in  future  years.^ 

Nationally,  unlike  many  other 
cancer  sites,  lung  cancer  mortality 
and  incidence  rates  are  quite 
similar  in  magnitude.  In  Indiana,  a 
similar  pattern  is  seen  in  both 
incidence  and  mortality  rates  by 
race  and  gender.  Black  men  have 
the  highest  lung  cancer  incidence 
(105.5  per  100,000  population) 
followed  by  white  men  (83  per 

100,000),  black  women  (40.7  per 

100.000) ,  and  white  women  (37.6 
per  100,000).  The  difference 
between  the  rates  for  white  and 
black  women  is  not  statistically 
significant.  All  other  comparisons 
between  race  and  gender  are 
statistically  significant.  The  similar 
incidence  and  mortality  patterns 
reflect  the  grim  prognosis  - 13% 
five-year  survival  - for  victims  of 
lung  cancer  compared  with  other 
cancer  sites.^ 

Of  all  92  counties  in  Indiana, 
only  Allen  County  (42.5  per 

100.000)  and  Elkhart  County  (31.5 
per  100,000)  had  lung  cancer  rates 
that  were  significantly  lower  than 


the  state  rate  of  57.5  per  100,000. 
Only  Marion  County  (71.4  per 

100,000)  had  a lung  cancer  rate 
significantly  higher  than  the  state 
rate.  Rates  for  the  remaining 
counties  were  well  within  the 
expected  normal  variation  from 
the  state  rate  given  the  relative  size 
of  the  counties  and  the  number  of 
cases  diagnosed  in  county  resi- 
dents.^ 


Stage  at  diagnosis 

The  Indiana  Cancer  Registry 
categorizes  newly  diagnosed  lung 
cancers  into  one  of  four  stages;  in 
situ,  local,  regional  or  distant. 
There  was  no  difference  in  the 
frequency  of  tumors  diagnosed  at 
the  local  stage  by  race  or  gender. 
Males  were  more  likely  than 
females  to  have  tumors  diagnosed 
at  a regional  stage  (30%  versus 
26.2%  respectively),  although,  for 
both  men  (39%)  and  women  (41%), 
more  malignancies  were  diag- 
nosed at  the  distant  stage  than  any 
other  stage.  Almost  no  lung  cancer 
is  diagnosed  at  the  in  situ  stage, 
since  symptoms  are  not  apparent 
until  the  disease  has  progressed  to 
a more  advanced  stage.  The 
difference  between  black  women 
(18.4%)  and  white  women  (27%)  at 
the  regional  stage  is  also  statisti- 
cally significant  as  is  the  percent- 
age of  black  women  diagnosed  at 
the  distant  stage  compared  to 
white  women  (55.2%  vs.  40.5%). 

Although  survival  rates  are 
much  better  for  a local  stage 
diagnosis,  mass  screening  for  lung 
cancer  is  not  yet  advocated.  Since 
the  primary  cause  of  lung  cancer  is 
behavioral,  a more  efficacious 
approach  would  be  to  effect  a 
significant  reduction  in  the  preva- 
lence of  smoking.^ 


Histology  and  treatment 

Nationally,  squamous  cell  card- 
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noma  has  predominated  among 
men  while  both  adenocarcinoma 
and  small  cell  carcinoma  have 
been  increasing  over  the  past 
twenty  years.  Both  of  these  types 
of  carcinoma  show  cohort  patterns 
that  reveal  a later  turnaround  in 
men's  rates,  suggesting  that  these 
two  histologic  types  will  also 
decline  in  the  future.  Among  white 
women,  all  forms  of  lung  cancer 
have  increased  dram.atically  with 
adenocarcinoma  increasing  the 
most.^ 

In  Indiana,  no  differences  in 
histology  by  gender  were  seen. 

The  most  frequent  histology 
reported  was  squamous  cell 
carcinoma  (28.5%).  As  seen  in  the 
national  data,  the  proportion  of 
lung  cancer  cases  diagnosed 
histologically  as  adenocarcinoma 
and  small  cell  carcinoma  contin- 
ued to  rise.  Currently,  24%  of  the 
cases  reported  in  Indiana  are 
adenocarcinoma,  and  18.9%  are 
small  cell  carcinoma.^ 

Cumulative  treatment  for  lung 
i cancer  patients  in  Indiana  is 

comparable  to  that  seen  in  other 
parts  of  the  country.  Twenty- two 
percent  of  the  cases  are  treated 
with  surgery,  47%  receive  radia- 
tion therapy,  6%  receive  both 


surgery  and  radiation  therapy, 

28%  undergo  chemotherapy,  while 
2%  of  the  patients  undergo  hor- 
monal therapy.^ 

Summary 

Indiana  is  comparable  to  national 
statistics  in  many  ways.  For  both, 
the  lung  cancer  mortality  rate  is 
almost  equal  to  the  incidence  rate 
due  to  the  poor  prognosis  for 
individuals  with  this  disease.  Men 
have  much  higher  mortality  and 
incidence  rates  than  women,  and 
blacks  have  significantly  higher 
rates  than  whites.  Indiana  how- 
ever, does  have  significantly 
higher  mortality  and  morbidity 
lung  cancer  rates  than  the  United 
States  as  a whole.  This  is  clearly 
attributable  to  the  increased 
prevalence  of  cigarette  smoking  in 
Indiana.  Since  the  primary  cause  of 
lung  cancer  is  behavioral,  a more 
efficacious  approach  to  reducing 
lung  cancer  morbidity  and  mortal- 
ity would  be  to  effect  a significant 
reduction  in  smoking  prevalence.  □ 

Dr.  Steele  is  state  epidemiologist, 
director  of  the  Epidemiology  Resource 
Center,  Indiana  State  Department  of 
Health,  Indianapolis.  Ms.  Moorman  is 
director,  data  analysis  team.  Epidemi- 


ology Resource  Center,  Indiana  State  ' " 
Department  of  Health,  Indianapolis. 
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]\/^ ost  physicians  are  aware 
of  the  health  benefits  of  smoking 
cessation,  place  a high  importance 
on  addressing  this  risk  factor  and 
agree  that  they  have  a responsibil- 
ity to  help  smokers  quit.^'^  Smok- 
ing cessation  interventions  initi- 
ated by  physicians  have  proven  to 
be  somewhat  successful  in  getting 
smokers  to  quit.^-^  Many  physi- 
cians, however,  do  not  use  the 
most  effective  smoking  cessation 
techniques  with  their  patientsi  In 
1991,  primary  care  cli^cians, 
through  office,  cUnic  or  hospital 
visits,  had  access  to  approximately 
36  million  (70%)  of  the  51  million 
I people  who  smoked  during  the 
preceding  12  months.^  This  access 
provides  a unique  opportunity  for 
clinicians  to  influence  tobacco  use, 
which  is  the  most  preventable 
cause  of  morbidity  and  premature 
mortality  in  the  United  States. 

Recent  studies  have  assessed 
primary  care  physicians'  attitudes 
and  practices  regarding  their 
patients  who  smoke  and  have 
examined  the  barriers  to  success  in 
physician  intervention.  More  than 
90%  of  primary  care  physicians 
reported  routinely  asking  their 
patients  if  they  smoke. Ap- 
proximately 75%  to  90%  of  physi- 
cians reported  personally  advising 
their  patients  to  stop  smoking.^'^® 
While  many  physicians  advised 


Abstract 

Most  physicians  are  aware  of  the  health  benefits  of  smoking 
cessation  and  agree  they  have  a responsibility  to  help  smokers 
quit.  Many  physicians,  however,  do  not  regularly  address  smok- 
ing cessation  with  their  patients. 

Questionnaires  were  sent  to  2,095  family  practice  physicians 
in  Indiana.  Information  obtained  included:  demographic  data; 
office-based  smoking  cessation  practices;  counseling;  and 
physicians'  perceptions  of  intervention  outcomes. 

Most  physicians  (86%)  asked  new  patients  if  they  smoked, 
and  23%  questioned  patients  about  their  exposure  to  passive 
smoke.  Younger  physicians,  female  physicians  and  urban 
physicians  were  more  likely  to  ask  new  patients  if  they  smoked. 

A formal  smoking  cessation  program  was  used  by  28%  of  the 
responding  physicians.  Among  those  not  using  a program,  7% 
reported  plans  to  implement  one  in  the  coming  year,  40%  were 
not  planhing  to  implement  one,  and  53%  were  unsure.  Physician 
and  proctice  characteristics  were  not  correlated  with  the  use  of 
smoking  cessation  programs.  Only  1 1%  of  physicians  considered 
their  smoking  cessation  counseling  skills  to  be  excellent;  27% 
indicated  the  need  for  improvement  in  skills.  One-half  (52%) 
believed  their  counseling  efforts  were  effective;  almost  half 
(45%)  believed  that  current  reimbursement  policies  limited  their 
involvement  in  smoking  cessation  interventions. 

Most  respondents  have  not  instituted  smoking  cessation 
programs  in  their  practices.  It  is  likely  that  a combination  of 
strategies,  including  both  undergraduate,  graduate  and  con- 
tinuing medical  education  programs  and  reform  in  reimburse- 
ment practices  for  cessation  programs,  will  be  required  to 
achieve  significant  increases  in  long-term  smoking  abstinence 
rates.  □ 

J 


patients  to  quit,  only  25%  reported 
that  they  offered  smoking  cessa- 
tion counseling,  including  setting  a 
quit  date  and  making  referrals  to 
smoking  cessation  resources,  and 
only  11%  routinely  arranged 
patient  follow-up.^  Physicians 
reported  being  most  likely  to 
advise  smoking  cessation  in 
patients  who  had  reversible 
disease,  were  less  than  60  years  of 
age,  were  receptive  to  quitting  and 


had  made  previous  attempts  to 
quit.  Physicians  also  perceived  that 
their  greatest  impact  on  smoking 
cessation  was  among  patients  with 
smoking-related  disease  followed 
by  patients  without  disease  but 
with  smoking-related  symptoms, 
and  that  they  had  the  least  effect 
among  patients  without 
smoking-related  diseases  or 
symptoms.® 

Physicians  perceive  various 
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obstacles  to  intervention  including 
the  time  required  to  counsel 
patients,  patient  receptivity  to 
counseling,  training  in  counseling, 
confidence  in  the  ability  to  help 
patients  stop  smoking  and  lack  of 
reimbursement.^'^  ® An  additional 
identified  obstacle  was  the  organi- 
zation of  their  medical  practice, 
including  the  inability  to  identify 
and  track  patients  who  smoke. 
Since  about  two-thirds  of  all 
smokers  who  quit  the  first  time 
will  relapse  and  begin  smoking, 
often  repeating  the  cycle  numerous 
times  before  they  achieve  long- 
term abstinence,  it  has  been 
suggested  that  clinicians  lose 
patience  and  their  commitment  to 
provide  multiple  and  diverse 
interventions  and  sustained 
counseling  for  patients.^  The 
impact  of  smoking  cessation 
failures  on  physicians'  motivation 
or  effectiveness  in  counseling 
remains  to  be  determined. 

The  purpose  of  this  study  was 
to:  1)  identify  the  strategies  that 
Indiana  family  physicians  are 
currently  using  to  help  their 
patients  stop  smoking;  and  2) 
identify  the  barriers  that  physi- 
cians perceive  to  exist  in  the 
implementation  of  formal, 
office-based  smoking  cessation 
programs.  It  was  anticipated  that 
the  results  of  this  investigation 
would  be  useful  to  clinicians  who 
desire  to  develop  and  implement 
effective  smoking  cessation 
programs  in  their  practices. 


Methods 

A survey  instrument  was  devel- 
oped by  the  authors,  who  include 
primary  care  physicians,  a clinical 
nurse,  a pulmonologist  and  health 
services  researchers.  The  question- 
naire was  developed  using  the 
National  Cancer  Institute  (NCI) 
model  for  physician  intervention 
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with  smokers.^  Questions  were 
structured  so  as  to  determine 
practice  patterns  related  to  each  of 
five  elements  in  the  NCI  model:  ask 
the  patient  if  they  smoke,  advise  the 
patient  to  quit,  assist  with  setting  a 
quit  date  and  counseling,  arrange 
for  follow-up  support  of  the 
patient,  and  anticipate  tobacco  use 
by  children  and  adolescents.  In 
addition,  demographic  data  and 
questions  concerning  perceived 
barriers  to  the  implementation  of 
office-based  smoking  cessation 
programs  were  included.  The 
focus  of  this  study  was  smoking; 
therefore,  we  did  not  include 
questions  regarding  smokeless 
tobacco. 

In  March  1994,  the  survey 
instrument  and  explanatory 
information  regarding  the  purpose 
of  the  study  were  mailed  to  all 
known  family  practice  physicians 
(N=2,095)  who  were  practicing  in 
Indiana  in  1993.  The  letter  guaran- 
teed anonymity  to  the  respondents 
and  offered  each  a summary  of  the 
study.  The  overall  response  rate 
was  720/2,095  (34.4%);  the  cor- 
rected (eliminated  physicians  not 
practicing  or  in  non-primary  care) 
response  rate  was  720/1,955 
(36.8%). 

Physician  characteristics  were 
correlated  with  whether  the 
physician:  1)  asked  new  patients  if 
they  smoked;  2)  routinely  coun- 
seled their  patients  who  smoked  to 
quit;  3)  prescribed  nicotine  replace- 
ment therapy;  4)  evaluated  their 
counseling  skills  as  excellent;  5) 
judged  their  effectiveness  in 
counseling  as  excellent;  6)  had  a 
high  estimate  of  the  percent  of 
their  patients  who  abstained  for  six 
months;  and  7)  felt  that  current 
reimbursement  policies  for  smok- 
ing cessation  restricted  their  ability 
to  counsel  patients. 

All  data  were  analyzed  using 


Student's  t-test,  the  Chi-square  test 
or  analysis  of  variance.  The  ! 

criterion  for  statistical  significance 
was  P<.05  throughout.  Means  are  ; 
reported  along  with  the  value  at 
one  standard  deviation.  i 

Results  ; 

The  mean  age  of  the  phy  sician  > 

respondents  was  50±13.2.  Most 
were  men  (86%),  and  the  number  i 
of  years  in  practice  was  21113.3.  I 

Nearly  two-thirds  of  the  respon-  * 
dents  (64%)  had  a practice  located  | 
in  an  urban  setting.  The  predomi- 
nant type  of  practice  was  solo 
practice  (45%),  followed  closely 
(42%)  by  a group  of  three  physi- 
cians or  more.  Almost  16%  of  the 
respondents  were  members  of  a i 

multispecialty  group.  Slightly 
more  than  one-quarter  (27%)  of  the 
physicians  belonged  to  a health 
maintenance  organization.  The 
number  of  patients  seen  per  day 
was  29112.5.  Only  38  physicians 
(5%)  were  current  smokers,  and 
371  (62%)  were  lifelong  non- 
smokers.  Of  the  physicians'  offices, 
666  (92.5%)  were  designated  f 

"smoke-free"  (Table).  | 

Comparison  of  demographic 
characteristics  of  the  family 
physicians  in  the  study  sample  to  | 
family  physicians  in  Indiana  (1990) 
and  in  the  United  States  (1993)  , 

revealed  that  the  study  sample  j 

was  similar  in  terms  of  physician  i 
age,  urban  practice,  type  of  prac-  i; 
tice  and  patients  seen  per  day.^°'“  j 
Physicians  were  questioned  | 

about  their  use  of  formal  smoking  * 
cessation  programs  or  protocols  in  j 
their  offices,  and  197  (28%)  re- 
ported using  a formal  smoking 
cessation  program  or  protocol.  Of 
the  offices  that  use  formal  pro-  j 

grams,  54  (27%)  use  the  American 
Lung  Association  program,  38 
(19%)  use  the  American  Cancer  ; 

Society  program,  35  (18%)  use  ] 
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s their  own  program,  17  (9%)  use 
their  hospital's  program,  16  (8%) 

■ use  the  National  Cancer  Institute 
smoking  cessation  program,  11 
(6%)  use  the  American  Academy 
of  Family  Physicians  program,  10 
(5%)  use  the  Free  and  Clear 
program,  and  eight  (4%)  use 
Smoke  Stoppers. 

Of  those  who  responded  that 
they  did  not  use  a formal  smoking 
cessation  program,  only  27  (7%) 
physicians  reported  they  plan  to 
implement  one  in  the  next  year; 

154  (40%)  were  not  planning  to 
implement  a program  in  the  next 
year,  and  206  (53%)  were  unsure. 

I None  of  the  physician  characteris- 
I tics  were  significantly  correlated 
! with  whether  or  not  the  physicians 
were  using  a smoking  cessation 
program  or  protocol. 

Physicians  were  asked  to 
report  how  frequently  they  asked 
patients  about  their  smoking, 
advised  or  counseled  them  to  quit 
smoking,  assisted  them  with 
setting  a quit  date  and  implement- 
ing  a quit  strategy,  arranged 
foUow-up  support  for  smoking 
cessation  and  anticipated  tobacco 
use  among  children  and  adoles- 
cents. 

Asked  patients 

Of  the  physicians  surveyed,  621 
(86%)  asked  every  new  patient  if 
they  smoked.  Only  161  (23%) 
routinely  questioned  patients 
about  their  exposure  to  passive 
smoke.  Attempts  to  determine  the 
degree  of  the  patient's  dependence 
or  addiction  to  tobacco  were 
reported  by  509  (71%)  while  621 
(86%)  routinely  determined  the 
patient's  motivation  to  quit 
smoking. 

Compared  to  physicians  who 
were  older,  male  and  practiced  in  a 
rural  area,  yoimger  physicians, 

V 


female  physicians  and  physicians 
who  have  a practice  in  an  urban 
area  were  more  likely  to  ask  their 
new  patients  if  they  smoked 
although  these  differences  were 
not  striking.  The  type  of  practice, 
physician's  smoking  history  and 
the  physician's  attitude  regarding 
whether  reimbursement  was  a 
deterrent  to  counseling  were  not 
correlated  with  whether  the 
physician  asked  patients  if  they 
smoked. 

Advised  patients 

Most  physicians  surv^eyed  (662,  or 
93%)  routinely  counseled  their 
patients  who  smoke  to  quit. 
However,  only  240  (34%)  of  the 
physician  offices  used  office  staff 
to  counsel  their  patients  who 
smoke. 

Female  physicians  and  physi- 
cians in  group  practice  (two  or 
more  to  the  group)  were  more 
likely  to  counsel  their  patients  to 
quit  compared  to  male  physicians 
and  those  in  solo  practice  although 
these  differences  were  modest. 
Office  location  (urban  or  rural),  the 
physician's  personal  smoking 
history  and  their  opinion  on 
whether  current  reimbursement  is 
a barrier  to  counseling  were  not 
correlated  with  whether  they 
counseled  their  patients  to  quit 
smoking. 

Most  physicians  (441,  or  62%) 
evaluated  their  own  counseling 
skills  as  average;  only  79  physi- 
cians (11%)  evaluated  their  skills 
as  excellent  while  188  physicians 
(27%)  stated  that  their  counseling 
skills  needed  improvement.  Yet, 
359  of  the  respondents  (52%) 
beheved  that  their  counseling 
efforts  were  effective.  Physicians 
who  did  not  perceive  current 
reimbursement  policies  limiting 
their  involvement  in  smoking 


1 cessation  were  more  likely  to  rate 
their  counseling  skills  as  both 
excellent  and  effective;  those 
physicians  who  felt  that  reim- 
bursement limits  their  involve- 
ment were  more  likely  to  rate  their 
I counseling  skills  as  needing 
1 improvement  and  not  effective.  No 
other  variables  were  correlated 
j with  these  perceptions. 

Assisted  patients 

i Of  those  physicians  surveyed,  433 
j (61%)  reported  helping  patients  set 
! a specific  date  to  quit,  and  567 
j (80%)  routinely  provided  self-help 
' smoking  cessation  materials  to 
^ patients.  Patients  were  asked  to 
I sign  a smoking  contract  by  56  (8%) 

! of  the  physicians.  Nicotine  replace- 
ment therapy  had  been  prescribed 
within  the  past  six  months  by  694 
(97%)  of  the  physicians.  Nicotine 
replacement  therapy  had  been 
used  in  combination  with  behavior 
modification  by  528  (78%)  of 
physicians.  Nicotine  replacement 
patches  were  used  by  673  (94%)  of 
the  physicians  while  nicotine  gum 
j was  used  by  41  (6%)  of  the  physi- 
! cians.  The  use  of  nicotine  replace- 
ment therapy  was  more  common 
among  younger  physicians  than 
I older  physicians.  No  other  variable 
I was  found  to  be  related  to  the  use 
I of  nicotine  patches. 

! 

Arrange  follow-up  for  patients 
i Of  the  663  physicians  responding, 
j 436  (66%)  routinely  asked  patients 
who  have  received  smoking 
i cessation  counseling  to  return  for  a 
follow-up  visit.  Follow-up  ap- 
pointments were  made  in  the 
following  time  frames:  less  than 
two  weeks,  19%;  two  to  six  weeks, 
24%;  and  six  weeks  to  12  weeks, 
55%. 
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Table 


Demographics  of  family  physician  respondents  (n=720) 


Frequency 

Percent 

Age  of  physician:  ^ 

under  30 

6 

0.8 

30-39 

169 

23.4 

40-49 

207 

28.8 

50-59 

118 

16.4 

60-69 

142 

19.7 

70  and  older 

63 

8.8 

Male  595  | 82  6 

Years;in  practice: 

0-10 

203 

28.2 

11-20 

197 

27.4 

21-30 

109 

15.1 

31-40 

134 

18.6 

41-50 

45 

6.3 

Over  50 

9 

1.3 

Office  Locatiom^/j^y'';?^^ 

Urban 

428 

59.4 

Rural 

144 

20 

Type  of  practice: 

Solo 

321 

44.6 

2 physicians 

88 

12.2 

3 or  more  physicians 

301 

41.8 

Multispecialty:.! 

No  549  76.3 

Member  of  an  HMO: 

No  372  51.7 

Average  numbertif  patients  seen  per  day: 

0-10 

45 

6.3 

11-20 

143 

19.9 

21-30 

260 

36.1 

31-40 

176 

24.4 

41-50 

40 

5.6 

51  or  more 

17 

2.4 

Ihyslcian  smoking  habits: 

Currently  smoke: 

No 

681 

94.6 

Ever  smoked: 

No 

371 

51.5 

Srpoke  free  Office:-?^- 

Yes 

666 

92.5 
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Anticipate  tobacco  use  in 
children/adolescents/teens 

Of  the  physicians  surveyed,  642 
(90%)  asked  teens  if  they  smoked. 

Barriers  to  providing  smoking 
cessation  counseling 
I One  barrier  identified  was  the 
I physician's  perceived  success  rates 
with  patients.  There  were  252 
physicians  (39%)  who  estimated 
that  fewer  than  20%  of  their 
patients  who  quit  smoking  were 
able  to  abstain  from  tobacco  for 
more  than  six  months.  Another  228 
physicians  (36%)  estimated  that 
20%  to  39%  of  smokers  had 
abstained  for  more  than  six 
months;  only  119  physicians  (18%) 
believed  that  more  than  50%  of 
their  patients  who  quit  abstained 
for  more  than  six  months. 

Male  physicians  were  more 
likely  to  respond  that  their  patients 
have  abstained  for  more  than  six 
months.  No  other  variable  was 
correlated  with  greater  than  a six- 
month  abstinence  from  smoking. 

Additional  barriers  included 
current  third-party  reimbursement 
policies  that  generally  do  not  pay 
for  smoking  counseling  services, 
including  nicotine  replacement 
therapy.  This  was  identified  by  318 
’ (45%)  of  the  responding  physi- 
cians; 145  (21%)  responded  that 
they  were  not  sure  if  reimburse- 
ment affected  their  counseling. 

Discussion 

The  present  study  provides  the 
first  quantitative  assessment  of 
office-based  smoking  cessation 
practices  of  family  physicians 
practicing  in  Indiana.  Our  findings 
suggest  that  whereas  the  greatest 
majority  of  Indiana  family  physi- 
cians who  responded  to  the  survey 
indicated  that  smoking  cessation 
counseling  of  their  patients  is 


routinely  carried  out,  the  manner 
in  which  office-based  programs 
are  being  implemented  raises 
substantive  questions  about  the 
overall  effectiveness  of  clinicians' 
counseling  efforts. 

Most  physicians  (85%)  in  this 
study  asked  their  new  patients, 
including  teenagers,  if  they 
smoked,  which  is  a critical  element 
in  implementing  an  office-based 
smoking  cessation  program.  Only 
57%,  however,  asked  pre-teenagers 
if  they  smoked.  Since  a significant 
fraction  of  pre-teenagers  and  even 
younger  children  use  cigarettes, 
these  data  indicate  that  Indiana 
family  physicians  may  not  be 
adequately  assessing  this  popula- 
tion for  the  purpose  of  identifying 
young  people  at  risk  for  using 
tobacco  and  counseling  those  who 
are  either  experimenting  with 
tobacco  use  or  are  using  it  regu- 
larly. In  Indiana,  the  armual 
prevalence  of  use  of  cigarettes  by 
students  in  grades  five,  six  and 
seven  was  13.9%,  20.9%  and  31.7%, 
respectively,  in  1991.^^ 

Studies  over  the  past  30  years 
have  documented  causal  links 
between  involuntarily  inhaled 
tobacco  smoke  and  increased 
frequency  of  respiratory  illnesses 
and  middle  ear  infections  in 
children;  decreased  lung  growth 
and  function  of  the  lungs  during 
childhood;^^  and  in  adults,  a 
significant  increase  in  the  preva- 
lence and  incidence  of  respiratory 
symptoms  and  disease,^^  lung 
cancer  and  cardiovascular  dis- 
eases.Despite  this  extensive 
body  of  information  in  the  medical 
literature  and  reviews  in  the  lay 
press,  only  about  one  in  five  (23%) 
physicians  in  the  present  study 
asked  their  patients  about  passive 
smoking.  These  data  suggest  that 
more  emphasis  must  be  given  to 


the  topic  of  passive  smoking  in 
medical  schools,  residency  training 
and  continuing  medical  education 
programs. 

In  the  present  study,  younger 
physicians,  female  physicians  and 
physicians  practicing  in  an  urban 
area  were  more  likely  to  ask  new 
patients  if  they  smoked  cigarettes 
compared  to  older,  male  physi- 
cians and  physicians  who  practice 
in  a rural  area.  These  findings  are 
similar  to  previous  reports  that 
found  that  younger  physicians 
were  more  likely  than  were  older 
physicians  to  determine  a patient's 
smoking  status. The  likelihood  of 
physicians  asking  patients  about 
their  smoking  status  in  our  study 
was  not  related  to  the  physician's 
own  smoking  behavior,  the  nature 
of  the  physician's  practice  or  the 
physician's  perception  of 
third-party  reimbursement  for 
smoking  cessation  or  counseling 
services.  Reimbursement  was  not 
found  to  be  a deterrent  to  counsel- 
ing, and  we  conclude  that  educa- 
tion would  more  likely  be  success- 
ful as  an  intervention  in  changing 
physician  behavior. 

In  the  present  study,  more 
than  90%  of  physicians  reported 
that  they  regularly  counseled  their 
patients  to  quit  smoking.  This  high 
rate  of  counseling  activity  among 
Indiana  physicians  likely  reflects 
general  familiarity  and  acceptance 
of  recent  scientific  publications 
regarding  both  the  clinical  effec- 
tiveness”*'^®  and  cost-effectiveness^’ 
of  physician  advice  about  smoking 
cessation. 

While  more  than  90%  of 
physicians  reported  that  they 
counseled  their  patients  to  quit 
smoking,  only  about  one-third 
(34%)  indicated  that  they  used 
their  office  staff  in  this  effort.  A 
growing  body  of  literature  indi- 
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cates  that  successful  smoking 
intervention  programs  provide 
multiple  opportunities  for  both 
physicians  and  nonphysician 
counselors  to  interact  with  the 
patients  over  the  longest  possible 
time  periodd  Continuing  medical 
education  programs  and  education 
initiatives  for  nonphysician 
professional  staff  need  to  incorpo- 
rate counseling  strategies  that 
involve  more  office  "team"  man- 
agement of  the  tobacco  dependent 
patient. 

Approximately  one-half  (52%) 
of  physicians  reported  that  they 
considered  themselves  to  be 
effective  in  counseling  techniques. 
Only  a minority  (11%)  considered 
themselves  excellent.  Recently, 
programs  to  improve  physicians' 
knowledge  and  skills  in  counseling 
have  been  initiated.  An  NCI 
training  program  for  physicians 
was  begun  in  1991  with  a goal  of 
training  100,000  U.S.  physicians. 

An  effort  to  educate  clinicians  in 
smoking  cessation  is  being  coordi- 
nated by  the  American  Medical 
Association  and  is  endorsed  by  the 
NCI,  CDC  and  the  American 
Society  of  Addiction  Medicine. 
These  national  efforts  will  be 
unlikely  to  produce  significant 
changes  in  physician  practices 
unless  local  initiatives  involving 
education  of  physicians  and  their 
office  staffs  are  developed  and 
implemented.^^ 

Physicians  in  the  present  study 
used  a variety  of  techniques  to 
assist  their  patients  in  smoking 
cessation.  Nicotine  replacement 
therapy  had  been  used  during  the 
past  six  months  by  97%  of  the 
physicians  responding  to  the 
survey.  Nicotine  gum  was  used 
very  infrequently,  while  the 
nicotine  patch  was  used  more  than 
90%  of  the  time,  a likely  reflection 


of  recent  data  regarding  the 
efficacy  of  the  nicotine  patch  for 
smoking  cessation.^^'^^  Most 
physicians  (78%)  in  our  study 
combined  behavior  modification 
with  nicotine  replacement  therapy. 
Younger  physicians  were  signifi- 
cantly more  likely  to  use  nicotine 
replacement  therapy  than  older 
physicians. 

Approximately  two-thirds 
(66%)  of  respondents  in  the  current 
study  arranged  for  a follow-up 
visit  after  the  smoking  interven- 
tion. Only  19%,  however,  arranged 
for  a follow-up  visit  within  the  two 
weeks  of  the  smoking  cessation 
intervention,  and  24%  didn't 
schedule  a follow-up  visit  until 
three  months  after  the  interven- 
tion. Recent  studies  indicate  that 
early  and  intense  monitoring  of 
patients  following  the  smoking 
cessation  intervention  is  a strong 
predictor  of  both  short-term  and 
long-term  abstinence  from  to- 
bacco.Recent  data  suggest  that 
routine  nicotine  replacement 
therapy  using  the  patch  achieves 
complete  nicotine  replacement  in 
only  33%  of  patients.  Higher  doses 
of  nicotine  replacement  may  be 
necessary  in  achieving  abstinence 
in  some  smokers,  but  further 
research  will  be  necessary  to 
clarify  the  safety  and  efficacy  of 
this  approach.^^ 

A major  potential  barrier  to 
wider  implementation  of  orga- 
nized, office-based  smoking 
cessation  programs  may  be 
physician  perception  of  a lack  of 
success  with  their  patients  who 
smoke.  In  the  present  study, 
approximately  one-half  (48.2%)  of 
physicians  indicated  that  their 
counseling  efforts  were  either  not 
effective  or  they  were  unsure  of 
their  effectiveness.  Even  the  most 
successful  smoking  cessation 


programs  result  in  abstinence  frorrlj 
smoking  at  one  year  in  only  one  of ' 
four  patients.  Physicians  will  need 
to  measure  success  not  by  the 
number  of  patients  who  abstain 
from  smoking  for  more  than  six 
months  but  by  how  many  patients^ 
they  motivate  to  move  along  the 
continuum  toward  long-term 
abstention. 

Another  potential  barrier, 
current  reimbursement  patterns, 
was  identified  by  almost  one-half 
(48%)  of  the  physicians  who 
responded.  Extended  reimburse- 
ment for  preventive  health  services 
may  increase  the  adoption  and  use 
of  effective  tobacco  use  prevention  i 
programs  in  primary  care  physi- 
cians' offices. 

In  their  review  of  literature  on 
changing  physicians'  practices, 
Greco  and  Eisenberg  list  four 
general  methods  that  have  been 
used:  1)  education;  2)  feedback;  3) 
physician  participation;  and  4) 
administrative  intervention.  They 
found  that  clinical  practice  guide- 
lines have  been  remarkably 
unsuccessful  in  influencing 
physicians'  practice  behavior. 
Practicing  physicians  often  rely 
more  on  recommendations  of 
colleagues  or  their  own  experience 
Two  methods,  however,  were 
found  to  be  helpful.  An  especially 
promising  method  is  the  use  of 
"opinion  leaders"  (men  and 
women  named  by  their  peers  as 
trusted  sources  of  clinical  informa- 
tion). Second,  the  use  of  feedback 
to  physicians  that  allows  them  to 
compare  their  practices  to  those  of 
their  colleagues  has  been  found 
effective.^ 

How  might  these  methods  be 
applied  to  improve  physicians' 
practice  concerning  smoking 
cessation?  The  NCI  model  for 
physician  intervention  with 
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ni!  smokers  may  be  considered  a 
! "clinical  practice  guideline." 

J Although  these  guidelines  have 
been  remarkably  ineffective  by 
themselves  in  changing  physi- 
cians' practices,  it  may  be  possible 
> I to  influence  a change  by  identify- 
ing "opinion  leaders"  in  the 
community  who  would  be  willing 
I to  adopt  the  NCI  model  or  a 
I comparable  model  as  a standard  of 
care.  Sufficient  resources  would 
exist  in  most  group  practices  or 
HMOs  to  implement  the  NCI 
model.  This  would  be  less  Hkely  in 
solo  practitioners'  offices.  Simi- 
larly, providing  family  physicians 
with  ongoing  feedback  about  their 
practices  concerning  smoking 
; cessation  would  be  possible  in 
[ group  practices  but  more  difficult 
I and  costly  for  solo  clinicians.  The 
i social  environment  and  organiza- 
I tional  context  of  medical  practice 
' may  be  a critically  important 
! determinant  of  change  in  physi- 
cian behavior.^^ 

Finally,  Greco  and  Eisenberg 
raise  several  questions  that  are 
especially  relevant  to  any  study  of 
physician  practices  concerning 
smoking  cessation.^  First,  "is  the 
chosen  intervention  appropriate 
for  the  desired  change  in  prac- 
tice?" In  other  words,  do  family 
physicians'  practices  concerning 
smoking  cessation  reflect  a lack  of 
knowledge  concerning  the  NCI 
recommendations?  Second,  "do 
physicians  support  the  proposed 
change  in  their  practice?"  Because 
smoking  quit  rates  with  current 
strategies  are  relatively  low,  family 
physicians  may  not  share  the 
enthusiasm  of  the  NCI  or  other 
experts  for  the  proposed  change  in 
their  practice  style.  Finally,  "how 
will  the  intervention  be  per- 
ceived?" In  other  words,  will 
providing  physicians  with  feed- 


back on  their  performance  in  this 
area  be  viewed  as  threatening,  or 
as  an  opportunity?  Additional 
requirements  on  their  practice  may 
be  viewed  as  another  practice 
burden. 

Significant  increase  in  the  use 
by  family  physicians  of  effective, 
office-based  smoking  cessation 
programs  will  likely  depend  upon 
several  changes.  Expanding 
medical  school  and  residency 
curriculum  in  preventive  health 
services,  including  smoking 
cessation,  is  required. More 
emphasis  must  be  given  to  con- 
tinuing medical  education  pro- 
grams that  use  effective  learning 
techniques.^®  Finally,  health  care 
reimbursement  strategies  that 
promote  preventive  health  practice 
will  be  needed.  Since  tobacco 
cessation  programs  are  among  the 
most  cost-effective  preventive 
health  strategies,^^  it  would  be  wise 
public  policy  to  significantly 
expand  research  funding  to 
improve  procedures  and  tech- 
niques that  enable  practicing 
physicians  to  enhance  their 
office-based  tobacco  control 
programs.  □ 
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Workplace  tobacco 
interventions 


Abstract 


Health  pronnotion  programs  are  becoming  an  integral  part 
of  work  site  activities.  Recent  data  from  Indiana  businesses 
suggest  that  smoking  is  a leading  concern.  An  objective  has 
been  adopted  by  the  Indiana  Chamber  of  Commerce  that 
states  that  the  number  of  employers  with  work  site  smoking 
cessation  policies  should  increase.  Smoking  control  and  cessa- 
tion programs  implemented  in  industry  have  contributed  to  a 
decrease  in  the  number  of  smokers  and  in  the  health  risks  of 
nonsmokers  exposed  to  environmental  tobacco  smoke.  This 
report  describes  the  effectiveness  of  work  site  smoking  control 
programs.  □ 


Guy  Perry  Jr.,  M.D. 

Indianapolis 

The  ole  of  the  workplace  in 
health  promotion  has  taken  an 
increasingly  prominent  role.^  The 
link  between  behavioral  risk 
factors  on  health  care  costs  and 
absenteeism  has  been  extensively 
reviewed.^  A recent  prospective 
study  by  Ryan  et  aP  associated 
cigarette  smoking  with  adverse 
employment  outcomes  such  as 
industrial  accidents,  occupational 
injuries,  disciplinary  action,  as  well 
as  absenteeism.  Hypertension 
detection,  cancer  detection,  weight 
reduction  programs,  substance 
abuse  programs,  stress  manage- 
ment programs  and  exercise 
programs  are  being  used  by 
corporations  to  reduce  the  rapidly 
rising  costs  of  health  care.  In 
1 addition,  smoking  cessation  has 
come  to  play  an  integral  role  in 
disease  prevention  offered  by 
industry. 

In  addition,  the  strong  link 
between  passive  smoking  or 
environmental  tobacco  smoke 
(ETS)  and  human  disease  has 
taken  a prominent  place  in  the 
push  for  the  workplace  to  take  a 
proactive  stance  concerning 
smoking  cessation.  Recent  reports 
from  the  Environmental  Protection 
Agency  (EPA),^  which  classified 
environmental  tobacco  smoke  as  a 
known  human  carcinogen,  and  the 
National  Institute  for  Occupational 
Safety  and  Health  (NIOSH)^  have 
given  impetus  for  workplaces  and 
public  facilities  to  go  smoke-free. 

The  specific  health  effects  that 
have  been  attributed  to  ETS 
exposure  of  adults  include  lung 
and  other  cancer  and  heart  and 


lung  disease.^^  Glanz  and  Parmley^ 
have  estimated  that  ETS  exposure 
is  the  third  leading  cause  of 
preventable  death  in  the  United 
States  after  active  smoking  and 
chronic  alcohol  abuse.  They 
estimated  that  of  the  53,000  annual 
deaths  due  to  ETS,  37,000  were 
due  to  heart  disease.  The  adverse 
effects  upon  the  heart  are  due  to 
multiple  factors.  Passive  smoking 
increases  the  concentration  in 
blood  of  carbon  monoxide,  with 
resultant  displacement  of  oxygen 
from  hemoglobin  and  less  oxygen 
availability  at  the  tissue  level. 
Passive  smoking  also  affects 
, platelet  function,  which  can 
j facilitate  thrombus  formation  and 
j atherosclerotic  development, 
j Passive  smoking  causes  decreased 
' concentration  of  high  density 
j Lipoprotein  in  blood.  Heart  muscle 
I injury  from  the  activity  of  free 
radicals  after  an  ischemic  event  is 
' worsened  by  passive  smoking. 
Epidemiological  studies  have 
observed  that  passive  smoking 
increases  the  risk  of  both  fatal 
heart  disease  as  well  as  nonfatal 
heart  disease. 

Passive  smoking  also  contrib- 


utes to  an  increased  risk  of  lung 
cancer  in  nonsmoker s.^'^  It  is 
estimated  that  3,000  to  4,000  excess 
deaths  occur  annually  as  a result  of 
passive  smoking.  Multiple  epide- 
miological studies  from  different 
countries  and  over  the  past  15 
years  have  shown  increased 
relative  risks  of  nonsmokers  living 
with  smokers.^'^  Most  of  these 
studies  have  focused  on  home 
exposure.  Studies  performed  in 
industries  that  allowed  smoking 
show  that  ETS  exposure  can  be 
equal  to  or  greater  than  exposure 
in  smokers'  homes.^ 

The  "general  duty  clause"  of 
the  Occupational  Safety  and 
Health  Administration  Act  (OSHA 
Act)  requires  that  the  employer 
has  a general  duty  "to  furnish  to 
each  of  his  employees  ...  a place  of 
employment  which  is  free  from 
recognized  hazards  that  are 
causing  or  are  likely  to  cause  death 
or  serious  physical  harm  to  his 
employees"  (section  5 [a][l]). 

OSHA  has  also  recently  proposed 
that  all  workplaces  be  essentially 
smoke-free.® 

The  number  of  work  sites 
banning  smoking  has  dramatically 
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increased  in  the  past  decade. 
Nearly  60%  of  workplaces  with 
over  50  employees  in  1992  had 
policies  banning  smoking  or 
directing  smoking  to  an  area  that 
was  well  ventilated.^  This  was 
compared  with  1985  when  27%  of 
workplaces  had  such  policies.  This 
increase  occurred  not  only  from 
health  concerns  but  also  from 
potential  legal  liability  and  legisla- 
tive changes  that  had  occurred. 

Numerous  studies  have 
reviewed  the  effectiveness  of 
smoking  policies  on  quit  rates,  air 
quality  and  employee  satisfaction. 
The  New  England  Telephone 
Company  implemented  a non- 
smoking policy  in  1986.^°  Employ- 


ees were  surveyed  20  months  later. 
While  most  were  satisfied  with  the 
policy,  half  of  the  respondents 
wanted  more  restrictions  on 
smoking. 

Sorensen  et  al  describe  a 
short-term  intervention  study  that 
included  a three-month  interven- 
tion period  for  eight  work  sites  in 
the  Bloomington,  Minn.,  area.  Quit 
rates  were  higher  in  the  interven- 
tion group  as  compared  to  the 
control  group.  Greater  success 
occurred  when  individuals 
worked  with  nonsmokers  and 
were  told  to  not  smoke  by  cowork- 
ers. 

Patten  et  aP^  describe  the  role 
workplace  policies  on  smoking 
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Wellness/Healthy  Lifestyles- 
Workplace  Smoking  Goal: 


To  increase  to  at  least  75  percent,  employers  who  have 
formal  policies  that  prohibit  smoking  at  the  workplace 
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cessation  play  on  exposure  to 
environmental  tobacco  smoke  in 
California.  There  was  noted  to  be  a i 
significant  increase  in  the  number 
of  smoke-free  workplaces  from 
1990  to  1993.  This  increase  in  the 
number  of  smoke-free  workplaces 
resulted  in  a significant  decrease  in 
environmental  tobacco  smoke 
exposure  to  nonsmoking  employ- 
ees. Nonsmoking  employees  were  : 
15  times  more  likely  to  be  exposed  i 
to  environmental  tobacco  smoke  if  i 
working  in  a location  without  a 
work  site  smoking  policy  versus  a 
work  site  with  a policy. 

Hospitals  and  health  care 
institutions  have  increasingly 
addressed  the  issue  of  smoking 
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within  their  facilities.  The 
hospital  industry  became  the  first 
industry  to  go  smoke-free  industry 
wide.  The  standards  implemented 
by  the  Joint  Commission  on 
Accreditation  of  Healthcare 
Organizations  (JCAHO)  were  to  be 
in  place  in  hospital  facilities  by 
Dec.  31, 1993.  A smoking  ban 
standard  and  a smoking  exception 
standard  were  to  be  in  place.  More 
than  95%  of  hospitals  complied 
with  the  smoking  ban  standard 
two  years  after  implementation, 
and  90%  complied  with  the 
smoking  exception  standard. 
Stillman  et  aP^  reviewed  the  policy 
of  smoking  cessation  that  occurred 
at  the  Johns  Hopkins  Medical 
Institutions  in  1987  and  noted  that 
smoking  cessation  increased, 
environmental  tobacco  exposure 
decreased,  and  the  number  of  fires 
significantly  decreased. 

Nonsmoking  areas  in  commer- 
cial aircraft  have  expanded  from 
certain  sections  of  the  planes  to  all 
cabin  sections  on  all  domestic 
flights.  These  have  all  occurred 
because  of  potential  adverse  health 
effects  on  passengers  and  flight 
crews  and  attendants. 
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In  addition  to  federal  laws, 
city  and  state  laws  and  ordinances 
have  been  enacted  to  restrict 
smoking  in  public  facilities  and 
workplaces.^^'^^"^^  Healthy  People 
2000  caUs  for  states  to  enact 
legislation  to  restrict  or  ban 
smoking  in  workplaces.^®  An 
extensive  survey  of  no-sm  oking 
laws  in  cities  with  a population 
greater  than  25,000  as  weU  as  states 
was  performed  in  1989.^®  By  1989, 
44  states  and  500  (51%)  of  the  cities 
had  some  smoking  restriction. 
There  was  a varied  response  to 
laws  concerning  government 
buildings,  public  places,  restau- 
rants and  private  workplaces. 

Only  17%  of  cities  and  20%  of 
states  had  comprehensive  laws 
restricting  smoking  in  all  four  of 
these  sites.  The  number  of  city 
nonsmoking  laws  increased 
tenfold  from  1980-1989. 

California  has  been  active  in 
enacting  workplace  legislation  on 
tobacco  control.  More  than  half  of 
the  ordinances  in  place  by  1992 
related  to  workplace  smoking 
control  were  in  California. 

In  1985  legislation  was  enacted 
in  New  Jersey  to  control  smoking 
in  places  of  employment  of  more 
than  50  employees.^®  Large  em- 
ployers were  surveyed  after  the 
implementation  of  policies.  The 
majority  of  respondent  companies 
(97%)  had  implemented  restrictive 
policies  with  most  of  the  employ- 
ees (80%)  supportive  of  such 
policies.  It  was  felt  that  the  state 
law  was  an  important  factor  in 
workplace  smoking  restrictions. 

In  1987,  Indiana  regulated 
smoking  in  public  places.^^  The 
law  states  that  persons  in  charge  of 
public  buildings  are  required  to 
designate  a no-smokmg  area  and 
may  set  aside  a place  for  smoking; 


where  both  smoking  and 
no-smoking  areas  are  designated, 
persons  in  charge  may  take 
'reasonably  necessary'  measures  to 
accommodate  both  smokers  and 
nonsmokers;  conspicuous  signs 
reading  'Smoking  is  Prohibited  by 
State  Law  Except  in  Designated 
Smoking  Areas'  must  be  posted; 
persons  in  charge  must  request 
those  in  violation  of  the  law  to 
refrain  from  smoking  and  remove 
anybody  who  refuses  to  refrain 
from  smoking  upon  request;  and 
persons  who  smoke  in  public 
buildings  in  violation  of  the  law 
are  guilty  of  a Class  C infraction." 

In  1992  the  Indiana  Chamber 
of  Commerce  surveyed  its  mem- 
bers and  suggested  that  by  the 
year  2000  at  least  75%  of  the 
employers  have  workplace  smok- 
ing cessation  policies.  Fifty-six 
percent  were  noted  to  have 
policies  at  the  time  of  the  survey 
(Table).  This  survey  was  part  of  the 
broader  issue  of  wellness  and 
healthy  lifestyles.  The  chamber 
recommended  a total  ban  on 
smoking  and  discussed  the  value 
of  a smoking  ban  policy  and 
follow-up  to  determine  effective- 
ness. □ 

Dr.  Perry  is  director  of  the 
occupational  medicine  residency 
program  at  Methodist  Hospital  of 
Indiana. 


Correspondence  and  reprints: 
Guy  Perry  Jr.,  M.D.,  Methodist 
Hospital,  P.O.  Box  1367,  Indianapo- 
lis, IN  46206-1367. 
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A service  created  for  members  of  the 
Indiana  State  Medical  Association, 


As  a physician  and  an  important  part  of 
the  community,  you  are  faced  with  many 
challenges  in  the  current  health  care 
marketplace. 

The  business  of  medicine  and  the  practice 
of  medicine  are  two  challenging  tasks  that 
physicians  must  undertake. 

Without  the  right  information,  even  the 
most  minor  decisions  made  can  have 
disastrous  results. 


Maintain  control! 

Get  a Second  Opinion! 
Receive  advice  at  no  charge! 

Call  the  ISMA! 

All  inquiries  will  be  kept  confidential. 

Staying  competitive  in  the  health 
care  market  is  no  longer  an  option, 

...it’s  a necessity! 

ISMA  Second  Opinion  can 
assist  you  by  giving  you  timely 
legal  and  financial  advise. 

Financial  and  legal  professionals  from 
selected  firms  have  made  their  services 
available  to  all  ISMA  members  in  order  to 
assist  physicians  in  deciding  on  a course 
of  action. 

To  participate  in  the  ISMA  Second 
Opinion  program  and  receive  a referral, 
call  Tim  Brent  at  the  ISMA:  (317)  261- 
2060  or  1-800-257-4762. 


Consulting  firms  in  the  ISMA  Second 
Opinion  program: 

Accounting/Health  Care 

• Blue  & Co.,  LLC 

• Heaton  & Eadie 

Law 

• Hall,  Render,  Killian,  Heath  & 
Lyman,  PC 

• Krieg,  DeVault,  Alexander  & 
Capehart 

ISMA  members  are  not  charged  for  the 
initial  phone  calls  to  the  ISMA  or  the 
consultants. 
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The  purpose  of  this  investigation  was  to  estimate  the  direct 
health  care  costs  attributable  to  smoking  in  Indiana  and 
address  these  costs  in  the  context  of  the  differential  health 
Impact  of  tobacco  use  on  minorities.  Estimates  of  direct  health 
care  costs  for  smoking  in  1990  were  calculated  using  the 
Smoking  Attributable  Morbidity  and  Mortality  and  Economic 
Costs  (SAMMEC  2.1)  computer-based  program  developed  by 
the  Centers  for  Disease  Control  and  Prevention.  The  proportion 
of  direct  health  care  costs  attributable  to  smoking  were 
calculated  by  evaluating  personal  health  expenditures  from 
five  cost  centers  including  hospitalization,  physician  services, 
services  of  other  health  practitioners,  nursing  home  care  and 
drugs. 

Study  findings  indicate  that  direct  health  care  costs  were 
more  than  $700  million  in  1990.  Health  care  spending  among 
whites  accounted  for  53%  of  total  costs.  Per  capita  costs 
among  smokers  and  nonsmokers  > 35  years  of  age  amounted 
to  $278.  Although  whites  accounted  for  the  majority  of  direct 
health  care  costs  attributable  to  smoking,  per  capita  costs 
were  higher  among  African  Americans  compared  to  whites, 
reflecting  the  differential  smoking-attributable  mortality  rates 
experienced  by  these  two  groups.  □ 

V / 


-^^Ithough  prevalence  rates 
for  smoking  have  decreased  over 
the  past  three  decades,  smoking 
prevalence  rates  have  remained 
1 consistently  higher  for  men  than 
women  and  for  blacks  compared 
to  whites.^  These  gender-  and 
race-specific  differences  in  smok- 
ing prevalence  are  reflected  in 
differences  in  smoking-attributable 
; mortality  (SAM)  and  years  of 
potential  life  lost  (YPLL)  rates.  The 
' SAM  rate  for  men  is  more  than 
I twice  the  rate  for  women,  and  the 
] SAM  rate  for  blacks  is  12%  higher 
than  for  whites.^'^  Additionally,  the 
* rate  of  smoking-attributable  YPLL 
before  age  65  for  men  is  about 
three  times  that  for  women  and 
twice  as  high  for  blacks  than  for 
! whites.^'^ 

In  1993,  the  direct  medical  care 
i costs  attributable  to  smoking  in  the 
j United  States  were  estimated  at 
j $50  billion:  $26.9  billion  was 
: associated  with  hospital  expendi- 
I hires,  $15.5  billion  with 
' physician-related  expenditures, 

I $4.9  billion  for  nursing  home 
i expenditures,  $1.8  billion  for 
I prescription  drugs  and  $900 
t million  for  home  health  care.^  The 
[ average  per  capita  cost  for  all 
I smokers  and  nonsmokers  in  1985 
has  been  estimated  at  $205, 
ranging  from  $54  per  capita  in 
i Puerto  Rico  to  $284  per  capita  in 
Rhode  Island.^ 

The  average  costs  for  males  are 
32%  higher  for  ever  smokers  than 
for  never  smokers  ($35,914  vs. 
$27,276);  among  females,  the 
average  costs  are  24%  higher  for 
ever  smokers  than  for  never 


smokers  ($52,902  vs.  $42,783). 
Compared  to  never  smokers,  total 
expected  lifetime  medical  expendi- 
tures are  47%  higher  for  male 
heavy  smokers  (25  cigarettes  a 
day)  and  41%  higher  for  female 
heavy  smokers.^ 

In  Indiana,  almost  10,000 
deaths  and  more  than  120,000 
YPLL  are  attributable  to  smoking 
each  year.^  Smoking  prevalence  in 
Indiana  has  declined  slowly  over 
the  past  10  years  (32.2%  in  1985 
and  27%  in  1992).^  Despite  this 
slow  decline,  in  1992  smoking 
prevalence  in  Indiana  was  still  1.4 
percentage  points  higher  than  the 
United  States  as  a whole  (27%  vs. 
25.6%,  respectively).^'®  As  the 
uptake  of  cigarette  smoking 


among  adolescents  continues  to 
increase  and  cessation  activity 
among  adults  slows  down,  the 
economic  impact  to  the  state  will 
be  substantial. 

The  purpose  of  this  investiga- 
tion was  to  estimate  the  direct 
health  care  costs  due  to 
smoking-related  illness  in  Indiana. 
In  addition,  smoking-attributable 
costs  are  addressed  in  the  context 
of  the  differential  health  impact  of 
tobacco  use  on  minorities  in 
Indiana. 

Method 

Estimates  of  direct  health  care 
costs  for  smoking  in  1990  were 
calculated  using  SAMMEC  2.1. 
SAMMEC  is  a useful  tool  designed 
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to  measure  the  disease  and  eco- 
nomic impact  associated  with 
cigarette  smoking.^  A discussion  of 
the  methodology  used  to  calculate 
smoking-attributable  mortality  for 
Indiana  has  been  published/  SAM 
was  calculated  using  relative  risk 
estimates  for  22  adult  (>35  years  of 
age)  smoking-related  diseases  and 
relative  risk  estimates  for  four 
perinatal  (<1  year  of  age)  condi- 
tions and  is  based  on  the 
smoking-attributable  fraction  for 
these  diseases.  Mortality  data  for 
1990  were  obtained  from  the 
Public  Plealth  Statistics  Division  of 
the  Indiana  State  Department  of 
Health.  Cigarette  smoking  preva- 
lence estimates  were  obtained 
from  the  Behavioral  Risk  Factor 
Surveillance  System.  SAM  rates 
were  age-adjusted  and  standard- 
ized to  the  1990  U.S.  population. 

Direct  health  care  costs  due  to 
smoking  were  calculated  by 
evaluating  personal  health  expen- 
ditures from  five  cost  centers: 
hospitalization,  physician  services, 
services  of  other  health  practitio- 
ners, nursing  home  care  and 


drugs.  Total  1990  expenditures  for 
these  cost  centers  in  Indiana, 
obtained  from  the  Health  Care 
Financing  Administration,  include 
$4.68  billion  in  hospitalization, 
$2.16  billion  in  physician  services, 
$1.23  billion  in  nursing  home  costs, 
$1.19  billion  in  medication  and 
$3.3  million  in  other  professional 
services. 

The  proportion  of  these  costs 
attributable  to  smoking  was 
obtained  by  applying  the 
smoking-attributable  fractions 
(SAFs)  for  annual  hospital  days 
and  annual  physician  visits  for  the 
treatment  of  persons  with  neoplas- 
tic, cardiovascular  and  respiratory 
diseases  for  the  group  under 
study.  Per  capita  costs  were  also 
calculated  and  reflect  average  rates 
that  included  smokers  and  non- 
smokers.  Rates  of  hospitalization 
and  physician  visits  in  the  past  12 
months  for  current,  former  and 
never  smokers  were  used  to 
calculate  relative  rate  estimates 
comparing  current  and  former 
smokers  to  never  smokers.  The 
relative  rates  were  then  used  along 


with  prevalence  data  on  smoking  | ^ 
to  calculate  the  SAFs.^  I ‘ 

I 

Results 

In  1990, 9,218  (92.7%)  smoking-  I 
attributable  deaths  occurred  | 

among  whites,  717  among  African 
Americans  (7.2%)  and  12  among 
other  minorities  (0.1%).  Most  of  I 
these  deaths  were  due  to  cardio- 
vascular diseases,  followed  by 
neoplasms,  respiratory  diseases  I 
and  perinatal  and  other  diseases.^  . 
Although  the  SAM  for  whites  is 
substantially  higher  compared  to  j 
African  Americans  and  other 
minorities,  the  SAM  rates  were  the 
highest  for  African  Americans 
(Figure  1).  SAM  rates  were  the 
highest  among  African  American 
men  (613  deaths /1 00,000)  followed 
by  white  men  (587.8  deaths/ 
100,000),  African  American  women 
(250.1  deaths/ 100,000)  and  white 
women  (229.4  deaths /1 00,000).  In 
addition,  overall  SAM  rates  were 
almost  three  times  greater  among 
men  compared  to  women.^ 

Because  of  the  small  sample 
sizes  for  the  nonwhite,  nonAfrican 


___  _____  _ ^ 

Table 

Total  and  per  capita  smoking-attributable  direct  health 
care  costs  by  race  and  sex  - Indiana,  1990 


Men  Women  Both  genders 


Race 

Total*  Per 

capita** 

Total*  Per 

capita** 

Total*  Per 

capita** 

Whites 

$272 

$247 

$106.7 

$84 

$378.7 

$159 

African  Americans 

$241.9 

$3,331 

$87.6 

$957 

$329.5 

$2007 

Combined 

$513.9 

$437 

$194.4 

$142 

$708.3 

$278 

* in  millions  of  dollars 

**among  people  >35  years  of  age,  based  on  1990  census  data  for  Indiana 
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■ American  category,  health  care 
costs  attributable  to  smoking  could 
not  be  calculated  for  this  group. 
However,  health  care  costs  are 
presented  for  both  whites  and 
African  Americans.  Direct  health 
care  costs  attributable  to  smoking 
amounted  to  over  $700  million  in 
1990.  Health  care  spending  among 
; whites  accounted  for  approxi- 
I mately  53%  of  total  costs  ($378 
million).  Among  the  five  major 
cost  centers  for  direct  health  care 
costs,  hospitalization  accoimted  for 
most  of  the  total  direct  health  care 
costs  for  both  whites  and  African 
Americans  (67.9%  and  68.2%, 
respectively).  Overall,  the  percent- 
age of  smoking-attributable  direct 
costs  by  major  cost  centers  was 
similar  among  whites  and  African 
; Americans  (Figure  2). 

The  proportion  of  costs  by 
gender  was  similar  across  whites 
and  African  Americans.  Direct 
I health  care  spending  attributable 
i to  smoking  among  African  Ameri- 
I can  men  accoimted  for  73%  of 
I costs  compared  to  72%  among 
white  men  (Table). 

Total  per  capita  costs  among 
I people  >35  years  of  age  amounted 
to  $278  in  1990.  This  estimate 
represents  all  residents  of  Indiana 
' over  the  age  of  35,  smokers  and 
nonsmokers  alike.  Although 
whites  accounted  for  the  majority 
of  direct  health  care  costs  attribut- 
able to  smoking  in  1990,  per  capita 
costs  were  the  highest  among 
African  American  men  and 
women  ($3,331  and  $957,  respec- 
tively). Overall  per  capita  costs 
were  more  than  three  times  greater 
i among  men  compared  to  women 
; ($437  and  $142,  respectively). 

j Discussion 

Direct  health  care  costs  associated 
I with  smoking  among  Indiana 
' residents  are  substantial.  This  is 
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Age-adjusted  smoking-attributable  mortality  rates' 
by  race  and  sex  - Indiana,  1990 


Whites 


Blacks 


Other 


* Per  100,000  people  > 35  years  old,  adjusted  to  the  1990  U.S.  population 


Figure  1 


Smoking-attributable  direct  health  care  costs  by  major 
cost  center  and  race  - Indiana,  1990 


o 


i Figure  2 
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not  only  a reflection  of 
state-specific  estimates  of  the 
major  cost  centers  for  health  care 
delivery  but  is  also  impacted  by 
the  high  prevalence  of  smoking 
among  Indiana  citizens.  Although 
overall  direct  health  care  costs 
associated  with  smoking  are 
higher  among  whites,  per  capita 
costs  are  much  greater  among 
African  Americans,  reflecting  the 
differential  smoking-attributable 
mortality  rates  experienced  by 
these  two  groups. 

These  direct  health  care  cost 
estimates  are  probably  underesti- 
mated since  they  reflect  the  total 
disease  burden  calculated  from 
current  smoking  rates.  Given 
typical  lags  between  exposure  and 
onset  of  illness  for  smoking-related 
diseases,  the  mortality  and  mor- 
bidity experienced  today  from 
smoking  reflect  smoking  preva- 
lence rates  from  10  to  15  years  ago. 
Thus,  higher  rates  of  smoking- 
related  mortality  and  costs  would 
be  expected  if  typical  smoking 
prevalence  estimates  from  10  to  15 
years  ago  were  used. 

The  estimates  presented  in  this 
investigation  also  do  not  include 
smoking-attributable  indirect 
morbidity  and  mortality  costs. 
Indirect  morbidity  costs  represent 
those  costs  due  to  lost  income  and 
productivity  for  persons  who  are 
sick  or  disabled  from  smoking- 
attributable  diseases.  Indirect 
mortality  costs  represent  the  costs 
due  to  lost  income  and  productiv- 
ity due  to  premature  death  from 
smoking-related  disease  or  injury. 
Total  costs  attributable  to  smoking 
are  substantially  greater  than  the 
direct  health  care  cost  estimates 
presented  here. 

The  economic  benefits  of 
quitting  for  the  individual  smoker 


and  society  are  substantial.  Quit- 
ters below  the  age  of  45  can  avoid 
54%  to  67%  of  expected  lifetime 
losses  due  to  smoking.  For  heavy 
smokers  (more  than  two  packs  per 
day)  under  the  age  of  45,  the  total 
lifetime  dollar  benefit  of  quitting  is 
about  $34,000  for  men  and  about 
$12,000  for  women.  Similarly, 
quitters  over  the  age  of  65  can 
avoid  32%  to  53%  of  expected 
lifetime  losses  due  to  smoking.  For 
example,  for  a heavy  smoker  over 
the  age  of  65,  the  total  lifetime 
dollar  benefit  of  quitting  is  about 
$3,700  for  men  and  about  $4,600 
for  women.^° 

Although  about  46  million 
American  adults  continue  to 
smoke,  an  equal  number  were 
former  smokers  in  1993.^^  The 
prevalence  of  cessation  is  higher 
among  men,  whites  and  people 
living  at  or  above  the  poverty 
level.^^  A number  of  high-risk 
populations  have  been  targeted  by 
the  Department  of  Health  and 
Human  Services  to  reduce  overall 
tobacco  use,  including  women, 
black  adults  and  people  with  a 
high  school  education  or  less.^^ 

Emphasis  should  be  placed  on 
deterring  the  onset  of  smoking 
among  youths.  Each  year,  more 
than  1 million  young  people  start 
to  smoke,  adding  $10  billion  over 
their  lifetimes  to  the  cost  of  health 
care  in  the  United  States. 

When  coupled  with 
school-based  tobacco  use  preven- 
tion programs,  raising  excise  taxes 
on  tobacco  products  to  reduce 
demand  and  eliminating  or 
severely  restricting  tobacco 
product  access  can  be  powerful 
tools  in  discouraging  tobacco  use 
among  youths.  □ 

Dr.  Emont  is  chief  epidemiologist, 
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Delaware. 
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Smoking  cessation  in 
primary  care 


Richard  D.  Hurt,  M.D. 

Rochester,  Minn. 

j^Jicotine  dependence  is  a 
serious  but  treatable  medical 
disorder.^  The  importance  of  this  is 
highlighted  by  the  fact  that  nico- 
tine dependence  produces  a 
devastating  disease  burden  in  our 
country  where  smoking  accounts 
for  19%  of  aU  deaths  in  the  United 
States.^  Health  care  professionals 
can  play  an  incredibly  important 
role  in  helping  their  patients  stop 
smoking  and  are  ideally  posi- 
tioned to  initiate  intervention  since 
most  smokers  see  a physician 
every  year.  As  physicians,  we  have 
all  been  confronted  with  patients 
who  continue  to  smoke  despite 
severe  medical  complications  to 
smoking.  Though  frustrating  to  the 
practitioner,  these  patients  exhibit 
characteristics  of  a severe  depen- 
dence just  as  to  alcohol  or  other 
drugs.  In  this  article,  three  areas 
wUl  be  outlined  where  aU  health 
care  professionals  can  play  an 
important  role:  1)  the  medical 
setting;  2)  an  office-based  interven- 
tion; and  3)  pharmacologic 
therapy. 

The  medical  setting 

Stopping  smoking  is  a process,  and 
the  more  consistent  we  make  the 
message  that  smoking  is  an 
unacceptable  behavior,  the  more 
likely  we  are  to  break  through  the 
defenses  and  denial  of  the  smoker. 
First,  we  should  ensure  that  health 
care  professional  offices  and 
hospitals  are  smoke-free.  It  is 
important  for  patients  and  staff  to 
understand  that  environmental 
tobacco  smoke  is  a class  A carcino- 


gen, as  are  radon,  asbestos  and 
benzene.  Health  care  professionals 
can  be  active  within  their  commu- 
nities so  that  more  public  places 
are  made  smoke-free  by  changing 
city/ county  ordinances.  Nonsmok- 
ers, such  as  patients  with  asthma 
and  chronic  obstructive  pulmo- 
nary disease,  deserve  to  have 
smoke-free  restaurants  and  other 
public  places. 

Furthermore,  we  should 
reduce  the  exposure  of  our  pa- 
tients to  advertising  and  promo- 
tion of  tobacco  products  by 
subscribing  only  to  magazines  for 
our  offices  and  hospitals  that 
contain  no  tobacco  advertising.  A 
List  of  such  magazines  is  available 
from  the  AMA.  If  this  were  done 
in  all  hospitals  and  physicians' 
offices  throughout  the  country,  a 
clear  message  would  be  sent  to 
advertising  firms  and  magazines 
of  the  importance  of  smoking  as  a 
health  issue. 

Another  important  concept  for 
health  care  professionals  is  to  not 
focus  aU  attention  on  abstinence  as 
the  only  outcome.  There  are 
weU-defined  stages  through  which 
patients  move  in  making  this 
dramatic  hfestyle  change.  Though 
abstinence  is  the  ultimate  goal, 
movement  through  the  stages  of 
change  is  a very  important  out- 
come in  itself.  The  stages  of  change 
commonly  used  are:  1)  pre- 
contemplation - the  patient  has 
never  really  thought  about  stop- 
ping smoking;  2)  contemplation  - 
the  patient  may  have  thought 
about  stopping  smoking  but  has 
not  set  a date  to  stop  within  the 
next  six  months;  3)  preparation  - 
the  patient  is  moving  toward 
stopping  and  has  set  a stop  date 


within  the  next  month;  4)  action  - 
the  patient  has  initiated  the 
abstinence  process;  and  5)  mainte- 
nance - the  patient  has  achieved 
initial  abstinence  and  now  is 
concentrating  on  prevention  of 
relapse.^  Patients  in  the  prepara- 
tion stage  of  readiness  are  twice  as 
likely  to  stop  smoking  on  the  next 
attempt  compared  to  those  who 
are  in  contemplation  at  the  time  of 
the  initial  intervention.'*  Thus,  one 
measure  of  success  is  moving  a 
patient  to  a higher  stage  of  change. 
This  can  be  done  with  a brief  office 
intervention  or  during  a "teachable 
moment"  for  a hospitalized 
patient. 

Office-based  intervention 

The  National  Cancer  Institute  has 
developed  an  office-based  inter- 
vention for  physicians  and  other 
health  care  professionals  that 
provides  brief  but  effective  inter- 
vention. This  is  based  on  the  four 
"A's:"  1)  ask  all  patients  about 
their  smoking  behavior;  2)  advise 
every  smoker  to  stop  smoking;  3) 
assist  each  smoker  in  setting  a stop 
date;  and  4)  arrange  a foUow-up 
visit. 

First,  the  smoker  needs  to  be 
identified,  and  when  possible,  the 
risk  of  smoking  and  benefits  of 
stopping  smoking  should  be 
personalized  for  that  patient. 

Many  physicians  have  their  office 
staff  identify  all  smokers  before  the 
doctor  sees  the  patient. 
Nonphysician  health  care  profes- 
sionals such  as  nurses,  respiratory 
therapists  and  counselors  can  be 
trained  to  support  the  physician 
intervention  and  provide  counsel- 
ing and  follow-up  for  the  patient.^ 
The  concept  of  collecting  smoking 
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status  as  a new  vital  sign  has  been 
incorporated  in  many  smoking 
cessation  guidelines  and  has  been 
shown  to  increase  the  frequency  of 
advice  for  smoking  cessation.^  This 
puts  the  information  in  front  of  the 
physician  and  makes  it  easier  to  go 
to  the  second  "A,"  which  is  to 
advise  all  smokers  to  stop  smok- 
ing. 

Personahzing  the  risk  for  the 
individual  patient  is  very  impor- 
tant since  patients'  perception  of 
whether  their  current  medical 
problem  is  related  to  their  smoking 
is  an  important  motivating  factor.'^ 
Assisting  the  patient  in  setting  a 
date  to  stop  should  be  focused 
within  the  next  30  days,  if  possible. 
This  depends 
upon  the 
patient's  stage 
of  readiness; 
thus  if  the 
physician  can 
move  the 
patient  toward 
action,  this 
improves  the 
chance  of 
long-term  abstinence. 

The  final  "A,"  arrange  a 
follow-up  visit,  can  be  placed 
around  the  time  of  the  stop  date  or 
subsequent  to  the  initiation  of 
pharmacologic  therapy.  The 
importance  of  a follow-up  visit 
cannot  be  over-emphasized.  The 
initial  follow-up  visit  should  occur 
within  the  first  two  weeks  after  the 
stop  date.  The  first  two  weeks  are 
of  particular  importance  as  those 
who  achieve  initial  abstinence 
during  this  time  are  more  likely  to 
have  sustained  abstinence.^® 
Furthermore,  the  more  follow-up 
visits  in  the  initial  cessation 
process,  the  greater  the  chances  of 
the  patient's  achieving  abstinence.^ 
More  detailed  information,  includ- 


ing a manual.  How  to  Help  Your 
Patient  Stop  Smoking,  and  the 
self-help  brochure.  Clearing  the  Air, 
is  provided  by  the  National  Cancer 
Institute  (1-800-4-C ANGER). 

Pharmacologic  therapy 
Primary  care  physicians  are  ideally 
positioned  to  provide  and  monitor 
pharmacologic  therapy.  Currently 
available  pharmacologic  therapy  is 
a useful  adjunct  to  smokers  who 
are  trying  to  stop  smoking,  but 
many  more  agents  are  undergoing 
testing.  Nicotine  gum  has  been 
available  for  use  for  many  years, 
and  recently  the  4 mg  size  has 
been  released  for  use  in  the  United 
States.  Though  nicotine  gum  has 


recently  been  overshadowed  by 
the  introduction  of  nicotine 
patches,  it  still  has  a role  in  smok- 
ing cessation  and  is  effective  when 
used  properly.  Future  trials  are 
Likely  to  demonstrate  its  additional 
utility  when  used  in  conjunction 
with  nicotine  patch  therapy,  either 
for  acute  situations  where  relapse 
is  more  likely  to  occur  or  as  a 
longer  term  taper  once  the  initial 
patch  phase  is  completed.^® 
Nicotine  patch  therapy  has 
proven  to  be  effective  in  multiple 
different  studies”  and,  when  used 
in  combination  with  the  NCI 
physician  intervention  with 
follow-up  by  a nurse,  produced  an 
end-of-patch-therapy  cessation 
rate  of  50%  of  those  assigned  to 


active  patch,  compared  to  25%  of  j t- 
those  on  placebo.^  At  one  year, 
there  was  still  a robust  27%  versus  ] ' 
14%  stop  rate.  Even  with  mini- 
mum intervention,  nicotine  patch  : 
therapy  is  effective,  producing  ; 

six-month  stop  rates  of  26%.” 

Cotinine  is  considered  the  1 i' 
biologic  measure  of  choice  when  ' 

used  for  monitoring  nicotine 
replacement  therapy  m smokers.”  i 
Using  the  concept  of  therapeutic 
drug  monitoring,  it  is  possible  to  i 
calculate  the  nicotine  replacement  ! 
dose  that  will  be  necessary  to  j 

achieve  100%  replacement.  This  is  , 
done  by  dividing  the  steady  state  ! 
level  while  on  nicotine  patch 
therapy  and  not  smoking  by  the  ; 

baseline  cotinine  | 
(while  smokers 
are  smoking). 

When  using  a i 

standard  21  or  22  ; 
mg  per  day  dose, 
most  smokers  will  U 
achieve  approxi-  : 
mately  50%  ' 

replacement  using 
this  calculation.” 
Thus,  using  a single,  fixed  nicotine  I 
patch  dose  may  not  meet  the 
biologic  needs  for  adequate 
nicotine  replacement  in  all  smok- 
ers, and  better  matching  of  the  ' 

dose  may  enhance  the  efficacy  of 
nicotine  patch  therapy. 

Two  recent  studies  have 
reported  on  the  case  of  higher  dose  ; 
patch  therapy.  One  showed  better 
efficacy  with  the  higher  dose,  and 
the  other  did  not.”  ” Though  the 
efficacy  of  high-dose  therapy  has  j 
not  been  proven  conclusively,  it 
may  be  beneficial  for  those  who  i 
have  tried  the  standard  dose  and 
failed  or  in  those  heavier  smokers  | 
who  are  unlikely  to  achieve  ] 

adequate  replacement  with  a 
standard  dose.”  Intuitively,  it 


Though  nicotine  gum  has  recentiy  been 
overshadowed  by  the  introduction  of  nicotine 
patches,  it  stiii  has  a rote  in  smoking  cessation 
and  is  effective  when  used  property. 
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)f  ptands  to  reason  that  a single  dose 
is  not  going  to  be  effective  for  all 
Ills  smokers. 

Improved  dose  matching  to 
h achieve  100%  nicotine  replacement 
can  be  approached  in  two  general 
ways.  First,  the  positive  correlation 
between  self-reported  smoking 
Irate  in  cigarettes  per  day  and 
icotinine  levels  at  baseline  can  be 
I used  to  identify  patients  who  may 
j need  higher  doses.^^  For  patients 
who  smoke  20  cigarettes  a day  or 
t j less,  a single  21  or  22  mg  nicotine 
patch  may  suffice,  while  those 
smoking  between  20  and  40 
cigarettes  per  day  may  need  an 
intermediate  dose  of  33  or  35  mg 
per  day  for  relief  of  withdrawal 
symptoms  and  initiation  of  smok- 
I ing  cessation.  Those  smoking  40  or 
; more  cigarettes  per  day  should  be 
i considered  for  a dose  of  44  mg  per 
i day. 

For  a more  refined  assessment 
of  the  dose  matching,  blood 
cotinine  levels  can  be  used  to 
determine  the  initial  patch  dose 
and  then  rechecked  at  steady  state 
(after  three  to  four  days  of  treat- 
ment) to  make  any  necessary 
adjustments.  For  a baseline 
cotinine  of  <200  ng/ml,  an  initial 
dose  of  21  or  22  mg/d  may  suffice, 
while  for  levels  between  200  and 
300  ng/  ml,  doses  of  33  or  35  mg 
per  day  will  likely  be  needed.  For 
those  with  a cotinine  of  >300  ng/ 
ml,  a dose  of  44  mg/ d may  be 
needed  to  achieve  adequate 
replacement  levels.  The  44  mg/d 
dose  of  nicotine  patch  therapy  has 
been  shown  to  be  safe  for  use  in 
heavy  smokers,^^^^  but  use  of  doses 
higher  than  this  has  not  been 
reported. 

In  an  attempt  to  stop  smoking, 
the  first  two  weeks  of  nicotine 
replacement  therapy  are  critical.^® 
After  initiating  nicotine  patch 


therapy  on  the  stop  date,  the 
patient  should  have  a follow-up 
visit  within  the  first  two  weeks 
with  the  health  care  professional.  If 
abstinent  at  this  visit,  the  patient 
can  continue  the  same  replacement 
dose  for  another  two  weeks,  and 
then  it  can  be  decided  about 
another  return  visit  and  how  to 
adjust  the  dose.  Much  of  what  is 
done  here  depends  upon  the 
individual  patient,  the  amount  of 
withdrawal  symptom  relief  and 
the  presence  of  the  urge  to  smoke. 

For  those  who  have  not 
stopped  smoking  at  four  weeks 
while  on  the  patch,  it  should 
probably  be  discontinued  and  the 
patient  encouraged  to  set  a new 
stop  date  in  the  near  future. 
However,  if  the  patient  has 
substantially  reduced  the  smoking 
rate  on  a single  nicotine  patch  dose 
but  is  still  struggling,  increasing 
the  dose  by  adding  a 7, 11  or  14  mg 
patch  should  be  considered.  Most 
patients  will  use  the  nicotine  patch 
for  four  to  eight  weeks,  but  the 
optimal  duration  of  therapy  has 
not  been  determined.  Thus,  the 
follow-up  visits  are  important  to 
determine  the  length  of  therapy 
and  what  tapering  schedule  to  use 
for  that  patient. 

There  is  a spectrum  to  the 
severity  of  nicotine  dependence 
among  smoking  patients.  The 
patient  with  heart  disease  who 
continues  to  smoke  obviously  is 
more  severely  dependent  than  a 
person  who  has  no  tobacco-related 
diseases.  Thus  we  need  to  provide 
an  array  of  treatment  options  in  a 
stepped-care  model  if  we  are  to 
provide  the  most  effective  treat- 
ment. 

Patients  with  a higher  degree 
of  nicotine  dependence  may  need 
a more  intensive  program  such  as 
a group  intervention.  Outpatient 


group  programs  are  available 
through  most  hospitals  or  commu- 
nity organizations  and  usually 
have  several  sessions  with  a 
combination  of  lectures  and  group 
therapy.  The  highest  level  of 
intervention  currently  available  is 
an  inpatient  treatment  program 
where  patients  are  hospitalized  to 
initiate  abstinence.^®  Such  pro- 
grams include  lectures,  group 
therapy,  pharmacologic  therapy, 
individual  therapy,  exercise,  stress 
management  and  dietary  instruc- 
tions as  well  as  an  intensive 
support  system  provided  in  a 
smoke-free  milieu.  This  type  of 
program  is  obviously  meant  for 
those  with  the  most  severe  nicotine 
dependence  who  have  tried  to  stop 
smoking  in  other  ways  but  have 
been  unable  to  achieve  initial 
abstinence  or  for  individuals  with 
life  or  limb  threatening 
tobacco-related  diseases. 

Many  pharmacologic  agents 
are  under  investigation.  The 
nicotine  nasal  spray  and 
bupropion  seem  to  have  the  most 
potential. More  pharmacologic 
adjuncts  probably  will  be  available 
in  the  future,  and  trials  will  be 
performed  where  combinations  of 
existing  and  future  products  are 
used  that  will  improve  their 
efficacy. 

All  health  care  professionals 
can  be  involved  in  the  process  of 
helping  patients  stop  smoking,  but 
the  physician's  role  is  key.  In 
addition,  using  other  members  of 
the  health  care  team  can  enhance 
the  physician  intervention.  Apply- 
ing the  four  "A's"  from  the  NCI 
program  to  the  everyday  practice 
of  medicine  is  an  important  start. 
When  using  pharmacologic 
therapy,  applying  the  concepts  of 
therapeutic  drug  monitoring  may 
be  important  in  achieving  initial 
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abstinence  while  using  nicotine 
patch  therapy.  For  patients  who 
need  more  intensive  therapy, 
community  resources  are  usually 
available,  and  a select  few  may 
need  inpatient  treatment  in  order 
to  achieve  initial  abstinence.  □ 

Dr.  Hurt  is  director  of  the 
Nicotine  Dependence  Center  at  the 
Mayo  Clinic  in  Rochester,  Minn. 


Correspondence:  Richard  D. 

Hurt,  M.D.,  Nicotine  Dependence 
Center,  Mayo  Clinic,  200  First  St. 

S.  W.,  Rochester,  MN  55905. 
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s Treating  highly  dependent 
smokers  with  nicotine 
gum  and  patches 


i Arden  G.  Christen,  D.D.S. 
Stephen  J.  Jay,  M.D. 

Joan  A.  Christen,  M.S. 

Smoking  prevalence  in  the 
United  States  has  been  decreasing 
I since  the  1960s,  and  many  occa- 
sional or  light  smokers  (<10 
' cigarettes  per  day)  have  already 
quit.  The  percentage  of  heavy 
smokers  (>25  cigarettes  per  day) 

' was  about  25%  in  1974, 29%  in 
1980  and  22%  in  1991.'  Of  the  46 
million  cigarette  users  in  the 
' United  States,  an  estimated  10 
million  are  considered  to  be  highly 
i dependent  (hard-core)  smokers.' 

What  is  a highly  dependent 
smoker? 

I The  descriptive  term  highly 
I dependent  (hard-core)  smoker  is  a 
i person  who  smokes  25  or  more 
cigarettes  a day  and  is  unable  to 
I stop  without  intensive  help.^”^  This 
individual  is  less  likely  to  be 
successful  in  quitting  and  much 
more  apt  to  develop  tobacco- 
induced  diseases  and  die  prema- 
turely than  an  occasional  or  low 
dependent  smoker.  In  addition,  as 
compared  to  a light  smoker,  a 
highly  dependent  smoker  has: 
more  trouble  with  nicotine  with- 
drawal symptoms;  stronger  urges 
and  cravings  for  cigarettes;  greater 
problems  with  weight  control;  and 
higher  scores  on  the  Fagerstrom 
Tolerance  Questionnaire,  which  is 
a physiologic  nicotine  dependence 
scale  for  smokers^^  (Table  1). 

According  to  Velicer  et  al,^ 
highly  dependent  smokers  are  also 
more  apt  to  report  that: 

• their  cigarette  smoking  is 
routinely  pleasurable; 

• after  not  smoking  for  a while. 


smoking  a cigarette  makes 
them  feel  "great"; 

• they  like  the  image  of  being  a 
cigarette  smoker; 

• their  family  and  friends  like 
them  better  when  they  are 
smoking  because  they  become 
irritable  when  they  try  to  quit; 

• smoking  helps  them  to  concen- 
trate and  work  more  effec- 
tively; and 

• their  decision  to  continue 
smoking  gives  them  a sense  of 
autonomy  in  choice-making. 
Some  people  may  have  a 

genetic  predisposition  toward 
nicotine  addiction.^'®  These  people 
also  may  have  encountered 
painful,  early  life  experiences  that 
predispose  them  to  drug  depen- 
dency, including  parental  abuse  or 
neglect,  inconsistent  parenting, 
emotional  deprivation,  parental 
shaming  and/or  chaotic  family 
interactions.  These  negative  events 
deleteriously  affect  the  self-respect, 
self-confidence,  self-determination, 
self-discipline  and  self-control  of 
the  youngsters  who  experience 
them. 

Most  smoking  cessation 
interventions  for  the  highly 
dependent  smoker  focus  on  the 
following:  reducing  nicotine 
dependency;  changing  the  psycho- 
logical and  behavioral  factors 
involved  in  smoking  rituals; 
learning  new  living  patterns 
consistent  with  being  a non- 
smoker;  and  changing  ways  of 
thinking  in  order  to  decrease  the 
likelihood  of  relapse. 

What  smoking  cessation  methods 
are  most  effective? 

Every  known  smoking  cessation 
method  claims  a certain  degree  of 
success.  Some  techniques,  how- 


ever, are  more  effective  than  are 
others. 

Law  and  Tang^  analyzed  data 
from  188  randomized  controlled 
trials  of  smoking  cessation  inter- 
ventions and  concluded  that 
"physicians  should  take  time  to 
advise  all  their  patients  who 
smoke  to  quit."  An  estimated  2% 
of  consecutive  smokers  who  were 
given  only  this  advice  stopped 
smoking  and  did  not  relapse  for  at 
least  one  year.  Although  the  effect 
is  modest,  it  is  cost-effective. 
Supplementary  interventions 
(follow-up  letters,  visits  and 
telephone  calls)  have  effects  that 
are  variable  but  nevertheless  are 
worthwhile.  Those  people  who  are 
highly  dependent  smokers  but 
intent  on  stopping  should  be  given 
personal  advice  to  quit  and 
supplementary  interventions  as  | 

appropriate  and  offered  nicotine  j 

replacement  therapy.  J 

Behavior  modification  ^ 

therapy,  including  aversion 
therapy,  silver  acetate  (gum  or 
mouth  spray),  sensory  deprivation 
and  hypnosis  have  shown  mini- 
mal, if  any,  efficacy  in  controlled 
trials.  Nonspecific  behavioral 
modification  approaches  result  in 
efficacy  rates  of  about  2%.  Scare 
tactics  tend  to  induce  feelings  of 
futility  and  defeat,  producing 
either  modest  short-term  quit 
results  or  no  progress  at  all.  About 
80%  of  all  smokers  who  succeed  in 
quitting  reach  their  goal  by  using 
the  "cold  turkey"  method. 

For  the  highly  dependent 
smoker,  there  are  no  short-cuts  to 
cessation  success.  The  physiologi- 
cal, psychological  and  sociocul- 
tural rewards  of  smoking  are  not 
easily  relinquished,  and  fewer  are 
successful  in  quitting  using  the  1 
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cold  turkey  method.  When  the 
desire  to  quit  is  strong,  however, 
the  most  optimal  chance  for 
recovery  can  be  found  in  a scien- 
tifically soimd  and  professionally 
directed  program,  combined  with 
nicotine  replacement  and  with- 
drawal therapy.  When  a system- 
atic, consistent  and  caring  ap- 
proach, which  includes  education, 
behavioral  counseling  and  psycho- 
logical support,  is  paired  with  the 
prescribed  and  monitored  use  of 
nicotine  replacement,  abstinence 
rates  that  are  several  times  greater 
than  control  or  non-intervention 
quit  rates  are  usually  achieved. 

Behavioral  change  is  a crucial 
part  of  the  cessation  program.  It  is 
vital  that  all  recovering  smokers 
learn  how  to  deal  with  the  social 
and  psychological  aspects  of 
smoking  cessation  by  planning 
their  coping  strategies  in  advance. 
To  achieve  long-term  abstinence, 
these  people  must  gam  the  neces- 
sary insights  and  skills  and  apply 
them  to  high-risk  relapse  situa- 
tions. Patients  who  need  a more 
intensive  approach  can  find  help 
through  individual  counseling.^ 

In  Indiana,  formal  smoking 
cessation  is  offered  by  various 
organizations,  e.g.,  the  American 
Cancer  Society,  American  Lung 
Association  of  Indiana  and  the 
Seventh  Day  Adventists,  and  by 
health  care  institutions,  including 
local,  hospital-sponsored  wellness 
programs. 

For  the  past  three  years,  the 
primary  focus  of  the  Indiana 
University  Nicotine  Dependence 
Program  has  been  the  treatment  of 
highly  dependent  smokers.  During 
this  period,  this  facility,  located  at 
the  medical  center  in  Indianapolis, 
has  treated  more  than  200  highly 
dependent  smokers.  Biologically 
verified  one-year  abstinence  rates 


Table  1 

The  Fagerstrom  Test  for  Nicotine  Dependence* 


Questions  & answers  Score 

How  soon  after  you  wake  up  do  you  smoke 
your  first  cigarette? 

< 5 minutes 3 

6-30  minutes 2 

31-60  minutes 1 

>61  minutes 0 

Do  you  find  it  difficult  to  refrain  from  smoking 

in  places  where  it  is  forbidden  - 

e.g.,  in  church,  at  the  library,  in  a cinema? 

Yes 1 

No 0 


Which  cigarette  would  you  hate  most  to  give  up? 


The  first  in  the  morning 1 

Any  other 0 

How  many  cigarettes  per  day  do  you  smoke? 

<10 0 

11-20 1 

21-30 2 

>31 3 


Do  you  smoke  more  frequently  during  the  first  hours 
after  waking  than  during  the  rest  of  the  day? 


Yes 1 

No 0 


Do  you  smoke  if  you  are  so  ill  that  you  are 
in  bed  most  of  the  day? 


Yes 1 

No 0 


^Scores  of  more  than  six  generally  are  interpreted  as  indicating  a high  degree 
of  dependence,  with  more  severe  withdrawal  symptoms,  greater  difficulty  in 
quitting  and  possibly  the  need  for  higher  doses  of  medication.  Heatherton  TF, 
Kozlowski  LT,  Frecker  RC,  Fagerstrom  KO:  The  Fagerstrom  Test  for  Nicotine 
Dependence:  A revision  of  the  Fagerstrom  Tolerance  Questionnaire.  Brit  f 
Addict,  86:1119-1127,1991. 
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I in  our  program  are  33%. 

i 

I What  is  nicotine  replacement  and 
withdrawal  therapy? 

I Nicotine  replacement  and  with- 
drawal therapy  is  a pharmacologic 
approach  to  smoking  cessation 
that  uses  nicotine-containing  gum 
! (Nicotine  polacrilex)  or 
. transdermal-delivery  nicotine 
' patches  of  varying  concentrations 
^ (Table  Nicotine  replacement 
and  withdrawal  therapy  is  de- 
. signed  to  reduce  and  control 
nicotine  dosages,  and  thus,  to 
manage  cravings  and  withdrawal 
symptoms.  Eighty  percent  of 
' smokers  who  attempt  to  quit  suffer 
significant  withdrawal  symptoms, 
including:  a dysphoric  or  de- 
pressed mood;  insomnia;  irritabil- 
ity, frustration  or  anger;  anxiety; 
concentration  difficulties;  restless- 
ness; decreased  heart  rate;  in- 
creased appetite  or  weight  gain; 
and  nicotine  cravings.  Appropriate 
use  of  the  nicotine  patch  or  gum 
significantly  reduces  these  symp- 
toms. 

Smoking  cessation  rates 
during  the  first  few  months  of 
treatment  with  transdermal 
nicotine  preparations  range  from 
20%  to  40%,  i.e.,  the  use  of  patches 
doubles  or  triples  long-term 
smoking  cessation  rates. ^ In  highly 
dependent  smokers,  chemically 
verified  nonsmoking  rates  at  six 
weeks,  one  year  and  two  years 
were,  respectively,  60%,  39%  and 
34%  in  subjects  who  were  given 
the  4-mg  gum,  as  compared  with 
41%,  16%  and  16%  in  those  who 
were  given  the  2-mg  gum.^^ 

When  people  have  stopped 
smoking  and  are  using  a nicotine 
patch  or  gum,  they  gain  immediate 
benefits.  Many  nicotine  patch  or 
gum  users  report  that  they  feel 
better  almost  immediately  after 


Table  2 


Characteristics  of  nicotine-containing  patches 
and  gunn  used  in  smoking  cessation  therapy^^ 


NICOTINE  PATCHES 


Brand 

Size 

Dosage  per  patch* 

Habitrol  (Ciba-Geigy) 

round  30  cm^ 
20  cm^ 
lOcm^ 

21  mg/24  hrs 
14  mg/24  hrs 
7mg/24  hrs 

Nicoderm 

(Marion  Merrell  Dow) 

rectangle  22  cm^ 
15  cm^ 

7 cm^ 

21  mg/24  hrs 
14  mg/24  hrs 
7 mg/ 24  hrs 

Nicotrol  (McNeil) 

rectangle  30  cm^ 
20  cm^ 

10  cm^ 

15  mg/16  hrs 
10  mg/16  hrs 
5 mg/ 16  hrs 

Prostep  (Lederle) 

round  7 cm^ 
3.5  cm^ 

22  mg/ 24  hrs 
11  mg/24  hrs 

’^Lower  doses  are  recommended  for  patients  weighing  less  than  100  pounds, 
light  smokers  (less  than  one-half  pack  per  day)  and  those  with  cardiovascular 
disease  and  for  tapering. 

NICOTINE  GUM 

Brand 

Nicotine  content 
per  piece 

Dosage 

Nicorette  (SK  Beecham) 

2 mg 

9 to  12  pieces/day 
max.  30  pieces/day 

Nicorette  DS  (SK  Beecham) 

4 mg 

9 to  12  pieces/day 

max.  20  pieces/day 


they  begin  therapy.  Eliminating 
exposure  to  carbon  monoxide 
reduces  the  risk  of  angina  or 
myocardial  ischemia  in  patients 
with  underlying  coronary  artery 


disease.  The  incidences  of  other 
vascular  diseases  or  symptoms, 
including  stroke  and  claudication, 
decrease  soon  after  smoking 
ceases.  In  patients  with  reversible 
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obstructive  lung  disease,  symp- 
toms of  cough,  wheezing  and 
dyspnea  improve  within  a few 
days.  With  sustained  abstinence, 
the  risk  of  lung  or  other  neoplasms 
and  cardiovascular  diseases 
gradually  decreases  (over  several 
years)  to  approximate  the  compa- 
rable rates  experienced  by  lifelong 
nonsmokers. 

Why  is  nicotine  used  to  treat  a 
nicotine  addiction? 

The  proper  use  of  nicotine  replace- 
ment therapy  helps  recovering, 
highly  dependent  smokers  by:  1) 
significantly  reducing  and  control- 
ling withdrawal  symptoms;  2) 
eliminating  virtually  all 
tobacco-related,  toxic  chemicals  in 
the  bloodstream  and  lungs,  except 
for  passive  smoke;  3)  offering  a 
more  manageable  and  sequentially 
paced  treatment  process,  ad- 
dressed from  physiological, 
psychological  and  sociocultural 
perspectives;  and  4)  providing 
insights  into  the  ritualistic,  stimu- 
lus-response-reward cycle  of 
smoking,  which  is  deeply  rooted  in 
internal  and  external  triggers  and 
reward  systems. 

Who  should  use  nicotine 
withdrawal  therapy? 

The  most  appropriate  candidates 
for  using  nicotine  transdermal 
patches  or  nicotine  gum  are  adults 
or  teenagers  (age  18  and  older) 
who: 

• have  a high  motivation  to  quit; 

• erigage  in  heavy  cigarette 
usage  patterns  (>25  a day); 

• began  smoking  in  early 
adolescence  or  childhood; 

• previously  engaged  in  unsuc- 
cessful, quit-smoking  efforts; 

• experienced  severe  symptoms 
of  nicotine  withdrawal  m 
previous  quit  attempts; 


• scored  high  on  the  Fagerstrom 
Test  (>6)  for  Nicotine  Depen- 
dence; 

• feel  strong  and  compelling 
smoking  urges  when  cigarettes 
are  unavailable; 

• escalate  their  smoking  levels  to 
reduce  either  stress  or  negative 
moods;  and 

• have  no  medical 
contraindications  or  relative 
contraindications,  e.g.,  hyper- 
sensitivity or  allergy  to  nico- 
tine;  not  addicted  to  nicotine; 
unwilling  to  stop  using 
tobacco  products;  immediate 
post-myocardial  infarction 
period;  life-threatening 
arrhythmias;  pregnancy;  and 
other  conditions  or  symptoms 
that  may  be  worsened  by 
nicotine  replacement  therapy. 

Guidelines  when  prescribing 
nicotine  gum 

The  safe  and  effective  use  of 
nicotine  gum  requires  adherence 
to  specific  usage  guidelines  (Table 
2): 

• Nicotine  withdrawal  therapy 
must  preclude  all  other 
nicotine  use  (via  cigarettes, 
cigars,  pipes  and/ or  smokeless 
tobacco). 

• Nicotine  gum  usage  requires 
specific  instructions  (it  must  be 
chewed  correctly). 

• Sufficient  amounts  of  gum 
must  be  ingested  to  control 
withdrawal  symptoms,  and 
the  nicotine  gum  must  be  used 
in  conjunction  with  an  effec- 
tive educational,  behavioral 
and  psychological  cessation 
program. 

• Nicotine  gum  (2-mg)  is 
recommended  for  use  by  light 
smokers  (one  dose  in  place  of 
every  2 cigarettes),  and  4-mg 
gum  is  prescribed  for  more 


highly  dependent  smokers 
(one  dose  for  every  3-4  ciga- 
rettes). 

• Nicotine  gum  should  be  used  ^ 
on  a regular  schedule  to 
prevent  underdosing.  When 
the  medication  is  underused, 
withdrawal  symptoms  are  not 
controlled,  and  relapse  may 
occur.  Highly  dependent 
smokers  need  to  use  one  piecei 
of  4-mg  nicotine  gum  every 
waking  hour,  especially 
during  the  first  few  weeks  of 
treatment. 

• No  more  than  30  pieces  of 
2-mg  gum  or  20  pieces  of  4-mg 
gum  should  be  used  in  any 
24-hour  period.  Many  patients- 
need  only  12  to  16  pieces  of  ' 
2-mg  gum  daily. 

• As  each  piece  of  this  medica- 
tion is  taken,  slow  and  inter- 
mittent chewing  should  occur 
for  about  30  minutes  and  then 
the  gum  should  be  discarded.  > 
Rapid  chewing  releases 
nicotine  too  quickly,  causing 
hiccups,  a sore  mouth  and/or 
nausea.  It  also  diminishes  the 
intended  effects  of  the  gum 
use  because  most  of  the 
nicotine  is  swallowed,  com- 
promising its  therapeutic 
benefit.  When  the  gum  is  not 
being  chewed,  it  should  be 
"parked"  between  the  cheek 
and  teeth,  and  then  it  needs  to 
be  rechewed  every  few 
minutes  to  release  more 
nicotine. 

• No  food  or  liquids,  especially 
those  that  are  acidic  or  hot,  i 
e.g.,  soft  drinks,  juices,  coffee, 
tea,  should  be  ingested  during 
or  immediately  before  using 
nicotine  gum.  If  nicotine  is 
swallowed  with  saliva  or 
washed  down  with  liquids,  it 
will  not  be  absorbed  effec- 
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tively  and  it  may  cause 
heartbiim  and/ or  throat 
irritation. 

Patients  need  to  use  nicotine 
gum  for  a duration  of  four  to 
eight  weeks,  and  they  should 
be  weaned  gradually  from  the 
medication.^  Dosage  schedul- 
ing can  be  delayed  by  increas- 
ing the  length  of  time  between 
therapeutic  use  or  by  decreas- 
ing daily  consumption,  i.e., 
eliniinating  one  piece  of  gum 
every  seven  days,  until  less 
than  two  to  three  pieces  are 
being  used  daily.  At  this  point, 
the  treatment  can  be  discontin- 
ued. 


I What  is  the  nicotine  transdermal 
patch  and  how  does  it  work? 

I Nicotine  replacement  therapy  may 
be  adininistered  as  nicotine 
I polacrilex  gum  or  as  nicotine- 
I containing  adhesive  transdermal 
! patches.^'^°'^^'^^  After  smoking  is 
discontinued,  the  usage  of  a 
nicotine  patch  allows  a steady 
absorption  of  nicotine  through  the 
skin,  and  it  produces  reduced 
predictable  concentrations  of  this 
addictive  substance  in  the  blood- 
stream. 

Throughout  the  day,  the 
relatively  stable  blood  nicotine 
concentration  levels,  which  may 
vary  from  about  one-third  or  more 
of  the  nicotine  blood  concentration 
produced  by  cigarette  smoking, 
alleviate  nicotine  withdrawal 
symptoms.  Recent  studies  indicate 
that  underdosing  patients,  e.g., 
failure  to  achieve  >50%  to  75%  or 
more  of  blood  nicotine  concentra- 
tions produced  by  cigarette 
smoking,  results  in  higher  relapse 

rates.6'11^12,14 

Over  several  months,  typically 
four  to  eight  weeks,  the  patient  is 
systematically  weaned  by  continu- 


I ing  to  reduce  the  dosage  every  two 
to  four  weeks. ^ 

To  successfully  implement  this 
smoking-cessation  adjunct,  clear 
and  sequential  use  instructions 
must  be  followed  throughout  the 
cessation  process.  Additionally,  a 
complete  program  of  personal 
recovery  includes  the  provision  of 
' psychological  insights  and  skills 
training  in  behavior  modification. 
Consistent  foUow-up  is  also  a 
crucial  part  of  the  complete 
I recovery  process. 

What  is  the  most  efficient  method 
of  nicotine  patch  application? 

An  unused  (fresh)  patch  should  be 
placed  on  the  upper  torso  (chest  or 
back)  or  on  either  arm  at  the  same 
I time  each  day.  It  should  be  left  in 
i place  undisturbed  and  worn 

continuously  for  the  next  24  hours. 
While  this  routine  is  typically 
carried  out  in  the  morning  upon 
arising,  the  time  of  application 
depends  upon  individual  needs 
and  preferences.  After  the  treat- 
ment has  been  initiated,  however, 
it  is  important  that  the  patient 
consistently  foUow  that  time 
schedule. 

Patches  should  be  appUed  to  a 
fresh,  clean,  dry,  nonhairy  area  of 
skin.  While  a naturally  hairless 
part  of  the  body  is  preferable,  any 
shaven  site  can  be  used,  if  it  is  not 
i nicked  or  irritated.  The  patch 
should  be  placed  only  on  normal 
I skin  that  is  not  routinely  rubbed 
and  chafed,  injured,  burned, 
broken  out,  cut  or  damaged  in  any 
way.  Because  the  patches  are 
designed  to  withstand  exposure  to 
water  and  perspiration,  they  can 
be  worn  while  bathing,  showering 
or  swinuning.  If  a patch  loosens  or 
falls  off  for  any  other  reason,  a 
new  patch  should  be  applied. 


Other  considerations  before 
prescribing  nicotine  patches/ 
gum? 

Information  regarding  the  use  of 
nicotine  replacement  therapy  may 
be  obtained  from  recent  medical 
hterature,  the  Medical  Letter  or 
representatives  of  pharmaceutical 
companies.  Before  starting  the 
therapy,  have  your  highly  depen- 
dent smoking  patients  gradually 
decrease  (over  a two-week  period) 
their  cigarette  intake  to  no  more 
than  one  pack  (20  cigarettes)  per 
day.  This  pretreatment  reduction 
process  lowers  and  stabilizes 
nicotine  levels  in  the  brain,  signifi- 
cantly nninirnizes  severe  with- 
drawal side  effects  and  increases 
the  probability  of  long-term 
cessation. 

Before  they  commit  to  this 
therapy,  people  who  are  pregnant 
or  who  have  heart  disease  or  other 
significant  health  problems  (as 
hsted  in  the  prescribing  informa- 
tion) will  need  medical  clearance 
from  their  physicians.  People  who 
weigh  less  than  100  pounds  or 
who  smoke  less  than  one-half  pack 
(10  cigarettes)  per  day  should  start 
nicotine  treatment  with  the  lower 
dosage  forms  of  gum  or  patch. 

While  it  is  important  for 
smokers  to  choose  their  own  quit 
date,  they  should  plan  for  this 
event  within  two  weeks.  This 
commitment  will  reduce  their 
tendency  to  procrastinate.  Ideally, 
the  person  who  is  quitting  will 
enlist  psychological  support  from 
a spouse,  family  member  or  friend. 

What  about  follow-up  care? 

Regular  follow-up  care  throughout 
the  withdrawal  treatment  period  is 
critical  if  long-term  abstinence 
rates  are  to  be  achieved.  More 
intensive  follow-up,  including 
nurse  counseling  during  the  first 
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two  weeks  after  quitting,  has 
resulted  in  significant  improve- 
ment in  long-term  abstinence.^'^^ 

To  avoid  receiving  a nicotine 
overdose,  patients  must  be  re- 
minded to  completely  abstain  from 
cigarette  smoking  during  the 
entire  treatment  process. 

At  specified  intervals  during 
the  cessation  process,  some 
clinicians  use  a portable  breath 
analyzer  to  measure  carbon 
monoxide  (CO)  levels  in  expired 
alveolar  air.  This  relatively  inex- 
pensive device,  ranging  in  cost 
from  about  $800  to  $1,400,  is  used 
to  validate  self-reported  smoking 
abstinence.  Its  use  has  also  been 
found  to  increase  abstinence  rates. 

Aftercare  at  regular  intervals 
can  be  accomplished  by  office 
visits,  telephone  calls  and/or  mail. 
Several  studies  have  shown  that 
aggressive  and  persistent  tele- 
phone inquiries  during  the  cessa- 
tion process  can  materially  aid  quit 
rates.  Also,  patients  should  be 
encouraged  to  call  if  they  encoun- 
ter any  cessation-related  problems, 
either  between  these  contacts  or 
after  the  10th  week  of  therapy. 
Since  highly  dependent  smokers 
are  prone  to  relapse  after  smoking 
cessation,  long-term  follow-up  and 
supportive  care  are  recommended. 
Some  highly  dependent  people 
who  fail  initial  smoking  cessation 
interventions  can  be  referred  to 
specialists  who  offer  more  detailed 
and  intense  cessation  programs. 


Summary 

Smoking  is  a complex,  addictive 
behavior  that  involves  pharmaco- 
logical, psychosocial  and  behav- 
ioral factors.  Successful  manage- 
ment of  highly  dependent  smokers 
requires  that  clinicians  use  a 
structured,  multifaceted  patient 
management  approach  that 
includes  the  appropriate  use  of 
replacement  and  nicotine  with- 
drawal therapy  and  intensive 
monitoring  and  long-term 
follow-up.  □ 
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although  the  percentage  of 
U.S.  smokers  has  steadily  declined 
during  the  past  25  years,  the 
consumption  of  chewing  tobacco 
and  moist  snuff  has  increased.^"^ 
The  addictive  practice  of  tobacco 
"chewing,  dipping  and  spitting"  is 
also  an  increasing  problem  among 
youth  in  Indiana.  Presently,  it  is 
especially  popular  among  children 
and  younger  adults. 

What  is  smokeless  tobacco?  How 
is  it  typically  used? 

In  the  United  States,  smokeless 
tobacco  (ST)  is  commonly  used  in 
four  forms: 

• snuff:  loose,  fine-cut  or  coarse 
tobacco  contained  in  a can  or 
kept  within  a small  teabag  like 
pouch; 

• chewing  tobacco:  the  loose  leaf 
variety,  packaged  in  large, 
folding  pouches; 

• plug  tobacco:  compressed  leaf 
tobacco,  sold  in  a block  or 
brick  form;  and 

• twist:  stemless  tobacco  leaves, 
lightly  twisted  and  folded. 
Another  form,  nasally  sniffed 

tobacco  powder,  is  commonly 
used  in  England,  but  seldom  in 
North  America.^ 

ST,  in  its  various  forms,  may 
be  plain  or  flavored,  salted  or 
scented.  These  products  are 
commonly  sweetened  with  maple 
sugar  or  molasses,  adding  a 
glucose  or  sucrose  content  that 
ranges  between  5%  and  15%. 

The  practice  of  snuff  dipping 
consists  of  placing  a "pinch,"  a 
'dip"  or  a "rub"  of  snuff  (the 
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During  the  past  25  years,  the  consumption  of  chewing 
tobacco  and  moist  snuff  has  been  increasing  in  frequency, 
especially  among  the  youth.  Smokeless  tobacco  (ST)  use  among 
Indiana  youngsters  is  higher  than  its  use  among  youngsters 
nationally.  More  than  10%  of  current  Indiana  high  school  junior 
and  senior  female  students  report  some  ST  usage.  ST  ingestion 
causes  addiction  and  serious  health  consequences,  including 
various  forms  of  cancer  and  significant  dental  diseases.  It  is  not  a 
safe  alternative  to  cigarette  smoking.  Nicotine  levels  in  ST  are 
very  high,  and  ST  intake  is  rapidly  addicting.  Tobacco  compa- 
nies have  been  accused  of  "graduating"  youthful  customers 
from  flavored  lower-nicotine  "starter"  products  to  forms  that 
contain  a more  highly  concentrated  nicotine  content.  Clinicians 
should  routinely  ask  children,  teens  and  adults  about  ST  use.  Early 
intervention  in  youth  who  are  experimenting  with  ST  or  using 
"starter"  products  may  prevent  addiction  and  disease.  Physi- 
cians should  be  alert  to  the  intraoral  physical  signs  of  ST  use.  To 
strengthen  their  tobacco  intervention  skills,  physicians  should 
acquire  continuing  education  training  regarding  ST.  □ 


amount  that  can  be  picked  up  by 
the  thumb  and  forefinger)  between 
the  cheek  and  gum.  The  most 
common  position  to  place  snuff  is 
in  the  mandibular  labial  mucosa 
(cuspid  to  cuspid).  Tobacco 
chewing  involves  the  similar 
placement  of  a "chaw,"  (a  golf  ball 
sized  wad  of  leaf  or  plug  tobacco) 
which  is  picked  out  of  its  pouch 
container,  using  the  thumb,  index 
and  middle  fingers,  and  sucked 
on.  Users  of  this  product  can  be 
identified  by  their  extended  cheek. 
A "quid"  of  tobacco  is  a cut  or  wad 
of  tobacco  that  is  held  in  the  mouth 
for  dipping  (snuff)  or  chewing 
(leaf  or  plug).  If  a "chaw"  of 
chewing  tobacco  is  wrapped  in 
bubble  gum,  a common  practice 
among  professional  baseball 
players,  it  is  called  gumbacco.^ 
Typically,  the  tobacco  quid  is 


positioned  in  an  area  of  the  mouth 
and  not  moved  from  this  location. 
As  a result,  the  tobacco  chewer 
does  not  actually  "chew"  per  se. 
Many  people  dip  or  chew  most  of 
their  waking  hours,  and  some  keep 
a quid  in  place  for  24  hours  a day. 
The  average  high  school  ST  user 
dips  or  chews  about  three  hours  a 
day,  while  a college  athlete  typi- 
cally uses  about  two  to  eight  dips 
or  chaws  per  day.^'®  An  experi- 
enced tobacco  chewer  can  keep  a 
quid  of  tobacco  "alive"  for  about 
two  hours. 

The  ST  user  must  periodically 
spit  out  the  excess  tobacco  juice 
that  builds  up  in  the  mouth. 
Because  some  users  of  ST  do  not 
want  to  be  seen  spitting,  they  may 
swallow  the  tobacco  juice,  which 
can  cause  gastrointestinal  prob- 
lems. Others  may  use  a disposable 
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Styrofoam  or  plastic  cup  in  lieu  of 
the  old  fashioned  cuspidor. 

I jwho  is  using  smokeless  tobacco? 

Recent  national  data  compiled 
from  several  large-scale,  U.S. 
studies  indicate  that  10  million  to 
12  million  people  are  ST  users.^ 

The  groups  at  highest  risk  are 
white  youth  and  young  adults, 
aged  10  to  30  years.  Usage  among 
young  men,  aged  18  to  24  years,  is 
now  greater  than  it  is  among  any 
other  segment  of  the  U.S.  popula- 
tion. Between  1970  and  1985,  the 
prevalence  of  moist  snuff  intake 
has  risen  dramatically,  with  a 
10-fold  increase  occurring  among 
16-to  19-year-olds.^  In  past  de- 
cades, ST  usage  occurred  primarily 
among  middle-aged  to  older  men. 
Today,  however,  dippers  and 

i chewers  are  considerably  younger. 

; Nationally,  about  8%  to  10%  of 
children  horn  the  seventh  through 
the  ninth  grades  are  using  ST.^ 

Initial  ST  intake  typically  begins  in 
the  preteen  and  early  teen  years. 

One  state  has  reported  that  nearly 
10%  of  third  to  sixth  graders  have 
tried  ST. 

The  prevalence  of  ST  use 
varies  greatly  in  different  regions 
of  the  country,  with  the  lowest 
rates  generally  m the  Northeast,  m 
cities,  and  the  highest  in  the  South, 
in  rural  areas. ^ However,  even 
among  urban  dwellers,  there  are 
pockets  of  high  usage  by  children.® 

ST  is  consumed  primarily  by  males 
in  all  ethnic  groups,  except  among  I 
American  and  Canadian  Indians  | 
and  Alaskan  natives,  where  the 
frequency  of  usage  for  both 
genders  is  similar,  often  exceeding 
50%. 

Prohibited  behaviors  tend  to 
attract  young  people:  any  practice 
that  is  offensive  or  shoeing  to 
adults  is  usually  appealing  to 

^dolescents  and  teenagers.  As 


Glover  has  written: 

"Adolescents,  as  a group,  love 
whatever  adults  dislike  and  vice 
versa.  The  term  spit  tobacco  may 
be  offensive  to  adults;  however, 
the  most  common  response  I hear 
among  adolescents  is  'cool.'  I 
argue  the  term  spit  tobacco  is 
much  more  appealing  to  young 
people  than  smokeless  tobacco 
(ST),  and  in  fact  could  create  a new 
excitement  for  ST  experimentation, 
rather  than  have  the  desired  effect 
of  decreasing  ST  use."^ 

Other  reasons  for  this  adoles- 
cent attraction  are:  2)  peer  pres- 
sure, especially  by  those  who 
participate  in  athletic  teams  (e.g., 
baseball,  wrestling,  footbaU,  rodeo 


events);  3)  the  promotion  of  these 
products  by  well-known,  profes- 
sional athletes;  4)  the  use  of 
cleverly  conceived  advertising  and 
the  appealing  display  of  ST 
products;  5)  the  convenience 
factor,  which  enables  ST  to  be  used 
where  smoking  is  inappropriate  or 
prohibited;  6)  the  young  users' 
naivete  concerning  the  harmful, 
addictive  nature  of  smokeless 
tobacco;  7)  the  tobacco  companies' 
widespread  sponsorship  of 
numerous,  youth-oriented  sport- 
ing events  and  entertainment  and 
their  distribution  of  mild 
("starter")  forms  of  snuff  during 
such  occasions. 

Currently,  one-third  of  all 


Figure:  The  labial  area  of  this  21-year-old  male,  chronic  snuff  user  reveals 
severe  gum  recession,  bone  loss  and  a typical  snuff  dipper's  keratosis. 
Gum  recession  commonly  occurs  in  the  area  that  is  immediately  adjacent 
to  the  spot  where  a smokeless  tobacco  quid  is  habitually  held.  Recession 
occurs  in  about  30%  to  60%  of  ST  users. 
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varsity  football  and  baseball 
players  use  smokeless  tobacco. 
Young  men  have  reported  that, 
initially,  they  tried  ST  after  the 
idea  of  usage  had  been  sanctioned 
by  their  fathers,  other  male  rela- 
tives and/or  male  friends.  These 
youth  stated  that  perceived  social 
support  was  their  most  influential 
reason  for  starting  this  practice. 

The  baseball-youth-tobacco 
connection  and  the  availability  of 
tobacco  look-alike  items  (e.g.,  beef 
jerky  and  bubble  gum,  which  are 
placed  in  snuff  cans  and  chewing 
tobacco  pouches)  further  enhance 
the  acceptablity  of  ST  use  by 
children  and  adolescents.^ 

What  is  the  status  of  ST  use 
among  the  youth  of  Indiana? 

Since  the  early  1980s,  ST  usage  has 
been  steadily  increasing  among 
Indiana  youngsters.  From  1984  to 
1988,  Christen  and  coworkers 
conducted  ST  surveys  in  six 
Indiana  middle  schools,  located  in 
both  rural  and  urban  settings.® 
These  field  surveys  revealed  that 
21%  of  eighth  grade  boys  were 
using  ST,  and  23%  of  this  group 
were  smoking  cigarettes. 

In  April  1987,  Lucas  and 
Christen®  studied  2,915  fifth, 
eighth  and  11th  grade  boys  and 
girls  (ages  10  through  18)  from  123 
participating  Marion  County 
schools.  For  all  three  grades,  a 
combined  ST  prevalence  use  rate 
for  boys  was  6%.  (The  national 
average  for  boys  is  8%  to  10%. ) 
Only  1%  of  girls  were  ST  users. 

The  current  ST  usage  rate  of  boys, 
by  grade,  was:  4.5%,  fifth  grade; 
7.7%,  eighth  grade;  and  11.5%, 

11th  grade. 

In  1994,  Bailey  and  colleagues^® 
at  the  Indiana  University  Preven- 
tion Resource  Center  presented 
data  on  alcohol,  tobacco  and  other 
drug  use  by  81,732  Indiana  chil- 


dren and  adolescents  (half  boys, 
half  girls)  from  250  schools 
throughout  Indiana.  More  than 
10%  of  the  current  female  junior 
and  senior  students  from  this 
group  had  reported  some  use  of 
smokeless  tobacco,  in  contrast  to 
the  national  average  of  1%  of  U.S. 
girls  who  have  ever  used  ST.® 
(Table). 

Hoosier  students  in  grades  six 
through  12  continue  to  maintain 
their  higher-than-national  con- 
sumption rates  of  legal  and  illegal 
drugs,  including  both  smoked  and 
smokeless  tobacco.^® 

What  oral  and  systemic  condi- 
tions are  associated  with  ST  use? 

Although  cigarette  smoking  poses 
a greater  irmnediate  danger  to 
health  than  does  the  use  of  un- 
burned tobacco,  ST  intake  is  a 
dangerous  addiction  with  serious, 
and  possibly  deadly,  health 
consequences.®'®  Yet,  tobacco 
companies  continue  to  market  ST 
as  "the  safe  alternative  to  ciga- 
rettes." In  reality,  however, 
smokeless  tobacco  users  are  six 
times  more  likely  than  are 
non-users  to  develop  oral  cancer. 
Scientific  evidence  reveals  a direct, 
causative  correlation  between 
chronic  ST  usage  and  an  increased 
risk  of  developing  oral,  laryngeal, 
throat  and  esophageal  cancers. 
Some  people  have  developed 
mouth  cancer  after  only  a few 
years  of  using  smokeless  tobacco. 
Moreover,  only  about  half  of  those 
who  contract  cancer  of  the  mouth 
are  still  alive  after  five  years. 

The  use  of  ST  is  positively 
associated  with  oral  leukoplakia,  a 
precancerous  condition  that  is 
usually  localized  where  the 
tobacco  quid  is  habitually  held.®'^^ 
Chemical  analysis  of  moist  snuff 
has  revealed  the  presence  of 
several  potent  carcinogens:  polo- 


nium 210,  polycyclic  aromatic  T 
hydrocarbons  and  nitrosamines.  Ir  i 
moist  snuff,  the  nitrosamines  are 
more  highly  concentrated  than  a 
they  are  in  chewing  tobacco.®  tl 

Bad  breath  and  the  discoloring!  v 
of  teeth  and  dental  fillings  are  c 
common  problems  experienced  by  s 
users  of  ST.  Additionally,  chewers  [ 
and  dippers  have  a higher  preva-  i 
lence  of  excessive  wear  (abrasion)  : ' 
on  the  biting  and  the  grinding  | 1 
surfaces  of  their  teeth.  This  condi-  i 
tion  is  caused  by  the  high  levels  of  f 
abrasive  grit  inherent  in  tobacco 
products.  Tobacco  use  decreases 
the  ability  to  taste  and  smell  bitter, 
salty  and  sweet  foods.  Also, 
gingival  (gum)  recession,  gingivi- 
tis, advanced  periodontal  destruc- 
tion and  loss  of  teeth  have  been 
reported  to  occur  adjacent  to  the 
oral  regions  where  the  tobacco 
quid  is  held.^^ 

Swallowing  tobacco  juices  can 
have  an  adverse  effect  on  the 
gastrointestinal  system  and 
especially  on  the  stomach,  causing 
ulcers.®  The  hemodynamic  effects 
of  ST  include  increases  in  heart 
rate  and  blood  pressure  due  to  the 
pronounced  vasoconstrictive 
effects  of  nicotine.  When  pregnant 
women  use  moist  snuff,  the 
transplacental  passage  of  nicotine 
may  have  toxic  effects  on  the  fetus. 

No  substantive  evidence 
indicates  that  ST  use  improves 
athletic  performance.®  Smokeless 
tobacco  advertisers  have  perpetu- 
ated the  image  of  the  confident 
baseball  hero  in  action  with  his 
chaw  of  tobacco  actively  working 
for  him. 

How  can  we  diagnose  ST  use? 
Health  care  providers  should 
routinely  inquire  about  tobacco 
use  because  many  children  experi- 
ment with  or  regularly  use  tobacco  I 
products,  often  at  an  early  age. 
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' Thus,  tobacco  use  can  be  docu- 
I mented  in  the  medical  record. 

! The  evidence  of  the  growing 
I appeal  of  ST  may  be  verified  by 
the  ever  increasing  number  of 
worn,  bleached  round  rings  (the 
outline  of  the  size  and  shape  of  a 
snuff  can)  appearing  on  the  back 
pockets  of  jeans  worn  by  young 
males  throughout  the  country. 

This  mark  of  distinction  has 
become  a symbol  of  virility, 
maturity  and  toughness  among 
thousands  of  yoimg  Americans. 
Some  youth  have  learned  that  if 
they  place  a snuff  can  in  their  back 
pocket  and  rub  the  edges  of  the 
can  on  a concrete  surface,  they  can 
fray  their  jeans  and  give  them  the 
instant  look  of  an  ST  user. 

Patient  tobacco-use  patterns 
can  change  as  habits  and  lifestyle 
change,  as  an  addiction  becomes 
established,  and  as  decisions  are 
made  to  stop,  or  as  one  switches 
from  one  form  of  tobacco  to 
another.  A knowledge  of  present 
ST  usage  among  the  young  person 
can  alert  a health  care  provider  to 
an  increased  probability  that  subtle 
tobacco-induced  changes  or  frank 
lesions  may  be  present  within  the 
patient's  mouth. 

By  simply  examining  the 
mouths  of  our  patients,  we  can 
observe  the  detectable,  destructive 
signs  of  tissue  damage  adjacent  to 
the  teeth,  gums  and  cheeks  (Fig- 
ure). The  direct  and  repeated 
contact  of  tobacco  between  the 
cheeks  and  gum  tissues  causes  the 
gums  to  recede,  exposing  the  bare 
roots  of  the  teeth.  This  condition 
produces  sensitivity  to  heat,  cold, 
air  and  certain  foods  and  chemi- 
cals. The  inside  of  a dipper's  or 
chewer's  mouth  will  frequently 
reveal  mucous  membranes  on  the 
inner  cheek  that  appear  peculiarly 
wrinkled,  thickened  and  white, 
similar  to  the  hide  of  an  elephant. 


Table 

Smokeless  tobacco  use  by  Indiana  students  in 
grades  six  through  1 2,  boys  and  girls 
combined  percentage,  1 994 


(Indiana  Prevention  Resource  Center)’® 


Grade 

6th 

7th 

8th 

9th 

10th 

11th 

12th 

Daily  ST  use 

0.6 

1.7 

2.6 

4.2 

5.2 

6.4 

7.0 

Monthly  ST  use 

4.0 

7.5 

10.6 

13.3 

13.6 

14.6 

15.5 

Annual  ST  use 

6.8 

11.7 

16.5 

20.8 

21.8 

23.1 

24.6 

Lifetime  ST  use 

9.0 

14.9 

20.1 

25.8 

28.0 

31.0 

33.9 

National  1993 
monthly  ST  use* 

- 

- 

6.6 

- 

10.4 

— 

10.7 

* 1993  National  High  School  Senior  Survey’® 

V 


These  leathery  appearing  areas, 
called  leukoplakia,  are  believed  to 
be  precancerous.” 

Is  ST  use  a form  of 
drug  addiction? 

j Nicotine  addiction  is  maintained 
by  ingesting  tobacco  in  any  form  - 
smoked  or  smokeless.  Many 
clinicians  believe  that  ST  usage  is 
more  addicting  than  is  cigarette 
I smoking.  For  example,  Glover 
reported  a 2.3%  success  rate  for  a 
I smokeless  tobacco  quit  clinic  but  a 
I 38%  success  rate  at  six  months  for 
I cigarette  smokers.^  In  one  large- 
! scale  study,  21%  of  current  smoke- 
less tobacco  users  (12-  to 
18-year-olds)  had  unsuccessfully 
tried  to  stop  four  or  more  times.^ 

I The  intake  of  nicotine  (and/ or 

I its  metabolite  cotinine)  and 
nicotine  blood  levels  in  habitual 


I users  of  ST  are  similar  to  those  that 
j are  observed  in  habitual  cigarette 
■ smokers.^  An  average  sized  dip  of 
I snuff,  held  in  the  mouth  for  30 
I minutes,  delivers  as  much  nicotine 
j as  do  four  cigarettes.  Recent 

studies  have  documented  that  the 
* moist  snuff  brands  on  the  U.S. 

market  vary  significantly  in 
! nicotine  content,  from  2.9  to  14.5 
mg/g.  As  a result,  a novice  tobacco 
I user  may  buy  a "starter"  ST 
I product  with  a low  bioavailability 
i of  nicotine  (7.5  mg/ g)  that  is 
geared  to  the  nontolerant  indi- 
I vidual.  Over  time,  this  person  will 
tend  to  progress  unknowingly  (i.e., 
I "graduate")  to  an  intermediate 
product  (10.3  mg/g)  and  later  to  a 
product  with  a high  bioavailability 
of  nicotine  (11.4  mg/ g).^^  In  fact,  of 
the  six  popular  moist  snuff  brands 
tested,  free  nicotine  levels  varied 
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from  7%  to  79%}^  As  a result,  users 
become  increasingly  dependent  on 
nicotine  as  they  progress  from 
milder,  flavored  snuff  to  stronger, 
more  addictive  brands. 

Can  ST  users  be  treated  with 
nicotine  replacement  therapy? 

According  to  the  FDA,  nicotine 
patches  and  gum  can  be  prescribed 
for  tobacco  users  who  are  18  years 
of  age  or  older.  For  the  past  three 
years,  facilitators  at  the  Indiana 
University  Nicotine  Dependence 
Program  have  been  successfully 
treating  a few  adult  ST  users  with 
4 mg  Nicorette®.  For  chewers  or 
dippers,  one  positive  aspect  of 
nicotine  gum  use  is  that  it  repli- 
cates smokeless  tobacco  intake: 
nicotine  gum  is  also  ingested 
oraUy.  Additionally,  it  helps  to 
control  the  body's  physiological 
urges  and  cravings  for  nicotine 
during  the  detoxification  period  of 
recovery,  thus  allowing  the  patient 
to  deal  with  a range  of  social  and 
psychological  barriers  to  quitting. 

What  can  physicians  do? 

About  70%  of  U.S.  citizens  see  a 
physician  at  least  once  a year, 
while  63%  see  their  dentist  during 
this  time  period.^  According  to  the 
National  Cancer  Institute: 

"Medical  and  dental  visits 
provide  many  opportunities  for 
one-to-one  discussion  about 
tobacco  use  and  health  conse- 
quences and  methods  for  quitting. 
Medical  visits  for  prenatal  care, 
child  health,  and  upper  respiratory 
or  cardiovascular  conditions 
provide  special  opportunities  to 
discuss  reasons  for  quitting.  Both 
physicians  and  dentists  can 
prescribe  nicotine  replacement 
therapy,  when  indicated. 

Follow-up  visits  for  many  routine 
dental  services  can  also  be  used  for 


follow-up  of  tobacco  use  interven- 
tions."^ 

Physicians  need  to  watch  for 
the  intraoral,  physical  signs  of  ST 
intake  and  use  this  "teachable 
moment"  to  encourage  cessation. 
They  should  adopt  tobacco-free 
policies  for  their  offices  and  help 
all  staff  members  to  remain  or 
become  non-users.  To  strengthen 
their  tobacco  intervention  skills, 
both  physicians  and  staff  members 
can  acquire  additional  training  in 
this  arena.  The  National  Cancer 
Institute  and  voluntary  health 
agencies  offer  these  skill-building 
opportunities  to  health  care 
providers. 

Summary 

In  Indiana,  among  both  children 
and  yoimg  adults,  ST  usage  is 
higher  than  is  the  national  average. 
ST  usage  is  an  unsafe  alternative  to 
cigarette  smoking  because  it  can 
cause  oral,  laryngeal,  throat  and 
esophageal  cancer,  leukoplakia 
(pre-cancer)  and  a variety  of  dental 
conditions,  including  gingivitis, 
advanced  periodontal  disease  and 
tooth  loss.  This  type  of  nicotine 
ingestion  is  extremely  addictive. 
Physicians  need  to  watch  for  the 
intraoral  physical  signs  of  ST 
intake  and  routinely  provide 
cessation  advice  to  ST  users.  □ 

Dr.  Christen  is  professor  and 
director  of  preventive/community 
dentistry  at  the  Indiana  University 
School  of  Dentistry. 
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Best  practices  for  smoking 
cessation  intervention  for 
hospitaiized  patients 


Abstract 


A multi-disciplinary  workgroup  of  health  core  professionals 
and  consumers  has  developed  evidence-based  best  practices 
guidelines,  an  algorithm  and  clinical  pathways  for  smoking 
cessation  intervention  for  hospitalized  patients.  These  practice 
recommendations  can  be  adapted  for  implementation  in 
managed  care  settings.  □ 


Jo  DeWeese,  Ph.D. 

Terre  Haute 

Health  Care  Excel  Inc. 
(HCE),  which  holds  the  Medicare 
Peer  Review  Organization  (PRO) 
contracts  for  Indiana  and  Ken- 
f tucky,  is  conducting  an  educa- 
tional initiative  on  smoking 
cessation.  HCE's  quality  improve- 
ment activities  concentrate  increas- 
ingly on  the  clinical  aspects  of 
patient  care,  with  an  emphasis  on 
prevention.  Efforts  are  underway 
to  identify  variation  in  processes 
and  outcomes  of  clinical  care  and 
to  utilize  guidehnes  and  best 
practices,  in  collaboration  with 
health  care  providers,  practitioners 
and  consumers,  to  reduce  varia- 
tion and  improve  care. 

The  Centers  for  Disease 
Control  and  Prevention  estimates 
of  cigarette  smoking  prevalence 
and  smoking-attributable  mortal- 
ity for  1990  show  both  Indiana  and 
Kentucky  to  be  in  the  highest 
quartile  for  the  United  States.^ 
Cigarette  smoking  accounts  for  a 
substantial  portion  of  aU  medical 
care  costs  and  is  recognized  as  the 
most  important  preventable  cause 
of  morbidity  and  mortality  in  the 
United  States.^ 

Smoking  cessation  is  impor- 
tant in  both  disease  management 
and  disease  prevention.  It  results 
in  immediate  and  major  health 
benefits  at  all  ages.^ 

Hospitalization  has  been 
described  as  a "window  of  oppor- 
tunity" for  a smoking  intervention, 
when  patients  may  be  more 
receptive  and  motivated  to  quit.'* 
The  recent  JCAHO  requirement 
that  smoking  in  hospitals  be 


prohibited  means  that  most 
smokers  must  quit  during  hospi- 
talization, perhaps  encouraging 
more  prolonged  quit  attempts. 
Further  impetus  is  provided  by  the 
emergence  of  managed  care  and 
by  the  momentum  for  hospitals  to 
perform  community  health 
assessments  and  respond  to 
identified  problems. 

Aim 

HCE's  aim  is  to  document  pub- 
lished smoking  cessation  best 
practices  for  hospitalized  patients, 
to  evaluate  these  best  practices  by 
piloting  them  locally  and  to 
promulgate  the  findings  locally 
and  nationally. 

Process 

HCE  staff  identified  and  obtained 
smoking  cessation  practice  guide- 
lines, treatment  protocols  and 
scientific  evidence.  The  1200 
HSTAR  (Health  Services /Technol- 
ogy Assessment  Research  database 
of  National  Library  of  Medicine) 
and  950  PSYCHINFO  abstracts 
(online  database  of  Psychological 
Abstracts  of  American  Psychologi- 
cal Association)  were  reviewed, 
and  articles  relevant  to  smoking 
cessation  best  practices  were 
obtained.  Existing  guidelines. 


along  with  more  recent  scientific 
articles,  were  used  to  develop  a 
best  practices  first  draft. 

An  expert  multi-disciplinary 
workgroup  from  Indiana  and 
Kentucky,  representing  hospitals, 
health  departments  and  profes- 
sional and  consumer  associations, 
revised  and  refined  the  best 
practices  during  a 2 1 /2-day 
workgroup  meeting.  Clinical 
pathways  and  an  algorithm, 
summarizing  the  model  interven- 
tion, were  also  developed  to 
facilitate  implementation. 

External  reviewers'  comments 
were  solicited  and  incorporated 
into  a second  draft  at  a subsequent 
2 1 /2-day  session.  After  extensive 
external  review,  a final  draft  was 
developed  in  January  1996,  with 
piloting  beginning  shortly  thereaf- 
ter. The  effects  of  the  pilot  are 
being  evaluated  through  pre-  and 
post-intervention  medical  record 
abstraction. 

Specific  model:  Smoking 
cessation  intervention  for 
hospitalized  patients 
An  algorithm  summarizing  the 
intervention  is  shown  in  the  Figure. 
A stages-of-change  model,  sup- 
ported by  extensive  research, 
classifies  smokers  according  to 
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5B  Encourage  NRT  & Cessation  — Unready  Contemplator,  Document  Coms_eling 


cessation  readiness  stages: 
precontemplation,  contemplation, 
preparation,  action  (or  implemen- 
tation) and  maintenance.^  The 
model  requires: 

1.  screening  at  admission  for 
smoking  status; 

2.  referring  smokers  to  a desig- 
nated smoking  cessation 
counselor; 

3.  classifying  smokers  and 
providing  stage-appropriate 
brief  counseling; 

4.  physician  advice  to  stop 
smoking;  prescription  of 
nicotine  replacement  therapy 
(NRT)  during  hospitahzation 
and  for  one  week 
post-discharge  for  patients 
without  contraindications; 

5.  counseling  according  to 
! stage-of-change; 

j 6.  mititiple  brief  contacts  relating 
to  smoking  by  members  of  the 
health  care  team  during 
hospitalization; 

7.  developing  a discharge  and 
foUow-up  plan,  discussing  it 
with  the  patient  and  including 
relapse  counseling  and 
self-help  materials; 

8.  providing  a prescription  for  an 
additional  10-  to  12-week 
supply  of  NRT,  if  the  patient 
wishes; 

9.  notifying  the  patient's  primary 
care  provider  of  these  activi- 
ties; 

10.  telephone  follow-up  at  three 
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days,  two  weeks  and  one 
month  post-discharge,  prefer- 
ably repeated  at  six  and  12 
months;  and 

11.  referring  appropriate  patients 
to  outpatient  smoking  inter- 
vention programs. 
Improvements  expected 
during  the  phot  of  this  interven- 
tion include  documented  increases 
in  completed  smoking  assess- 
ments; identification  of  smokers' 
stage-of-change;  smoking  cessation 
counseling;  appropriate  manage- 
ment of  nicotine  withdrawal 
symptoms  during  hospitalization; 
increases  in  completed  smoking 
assessments;  understanding  by 
patients  and  significant  others  of 
strategies  for  remaining 
smoke-free;  referrals  to  outpatient 
smoking  cessation  programs; 
prescriptions  of  NRT  after  dis- 
charge; and  post-discharge 
follow-up.  The  expected  outcome 
is  an  increase  in  the  percentage  of 
patients  who  report  remaining 
abstinent  at  foUow-up.  □ 
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The  Indiana  Prenatal  Substance  Use 
Prevention  Program:  Its  impact  on  smoking 
cessation  among  high-risk  pregnant  women 


Abstract 


The  Indiana  Prenatal  Substance  Use  Prevention  Program 
(PSUPP)  was  established  in  1988  to  help  pregnant  women  quit 
cigarette  smoking  as  well  as  alcohol  and  drugs.  PSUPP  directors 
implement  the  Screen,  Intervene  and  Follow-up  (SIF)  model  to 
assess  substance  use  and  provide  services  to  help  clients  stop 
smoking. 

During  fiscal  year  1995,  almost  25,000  individuals  were  im- 
pacted directly  or  indirectly  by  the  PSUPP.  Of  these,  1,334  preg- 
nant women  were  screened  for  substance  use  by  PSUPP.  Of  the 
987  women  identified  with  a known  substance  use  risk  factor, 
42.4%  (41 8)  were  high-risk  smokers  (more  than  five  cigarettes  per 
day)  and  9.9%  (98)  were  medium-risk  smokers  (smoking  between 
one  and  four  cigarettes  per  day).  PSUPP  directors  counseled 
their  high/medium  risk  smokers  an  average  of  four  times  during 
their  pregnancy. 

The  PSUPP  appears  to  be  effective  in  getting  high-risk  smok- 
ers to  change  their  smoking  behavior  during  their  pregnancy. 
Approximately  one-half  (49.9%)  of  the  516  high-  or  medium-risk 
smokers  decreased  or  quit  smoking  while  participating  in  the 
PSUPP. 

When  surveyed,  about  80%  of  the  PSUPP  participants  stated 
that  the  knowledge  they  gained  through  PSUPP  relative  to 
tobacco  use  was  "very  helpful."  Only  two-thirds  of  the  PSUPP 
clients  responded  that  they  "strongly  agreed"  with  the  statement 
that  tobacco  use  causes  babies  to  have  a lower  birth  weight. 
While  pregnancy  may  provide  the  "teachable  moment"  for 
women  who  smoke,  more  attention  needs  to  be  placed  on 
making  women  more  aware  of  the  risks  involved  with  smoking 
during  pregnancy.  □ 


Carolyn  S.  Waller,  Ph.D.,  M.S.W. 
Terrell  W.  Zollinger,  Dr.PH. 
Robert  W.  Saywell  Jr.,  Ph.D., 

M.P.H. 

Kenneth  D.  Kubisty,  B.A.,  R.R.T. 
Indianapolis 

Cigarette  smoking  has  been 
linked  with  adverse  pregnancy 
outcomes  since  the  1940s^  and  is 
the  most  important  cause  of  low 
birth  weight  in  developed  coun- 
tries.^ Cigarette  use  during  preg- 
nancy can  also  cause  spontaneous 
abortion,  fetal  and  perinatal 
mortality,  abruptio  placenta, 
placenta  previa,  premature  and 
prolonged  rupture  of  placental 
membranes,  preterm  delivery,  and 
sudden  infant  death  syndrome 
(SIDS).  Although  most  women 
start  smoking  in  their  teens,  the 
majority  of  female  smokers  are  in 
their  childbearing  ages,  15  to  44 
years  old.^ 

Since  1991,  there  has  been  little 
change  in  the  smoking  rates 
among  pregnant  women  in 
Indiana  as  seen  in  the  Table}'^ 

More  than  32%  of  the  women  in 
Indiana  who  smoke  are  of 
childbearing  age  (25  to  34).^ 

The  Indiana  Prenatal  Sub- 
stance Use  Prevention  Program 
(PSUPP)  was  established  in  1988 
and  is  administered  by  the  Indiana 
State  Department  of  Health  (ISDH) 
and  funded  by  the  Indiana  Divi- 
sion of  Mental  Health.  PSUPP's 
primary  goal  is  to  prevent  birth 
defects,  low  birth  weight,  prema- 
ture births  and  other  problems 
associated  with  prenatal  substance 
use  including  tobacco,  alcohol  and 
other  drugs.  PSUPP's  objectives 
are  to: 

1.  identify  high-risk,  chemically 


dependent  pregnant  women; 
provide  perinatal  addiction 
prevention  education;  promote 
abstinence;  provide  referrals  to 
treatment  services;  and 
conduct  client  follow-up; 

2.  provide  public  education  on 
the  hazards  to  a fetus  of 
maternal  use  of  alcohol, 
tobacco  and  other  drugs;  and, 

3.  facilitate  education  programs 
for  professionals  on  how  to 
identify  high-risk  chemically 


dependent  women  and 
provide  necessary  counseling. 
Most  PSUPP  clients  are 
referred  by  the  Maternal  and  Child 
Health  program  (MCH)  and  the 
Women,  Infant  and  Children 
(WIC)  clinics.  These  women  are 
screened  for  current  use  of  to- 
bacco, alcohol  or  drugs.  PSUPP 
staff  contact  the  at-risk  clients  and 
initiate  counseling.  PSUPP  direc- 
tors implement  the  Screen,  Inter- 
vene and  Follow-up  (SIF)  model 
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designed  to  assess  substance  use 
during  pregnancy  and  provide/ 
coordinate  needed  services.  The 
assessment  identifies  the  patient  as 
being  at  low,  medium  or  high  risk. 

To  improve  the  management 
of  high-risk  pregnant  women  who 
are  smoking,  PSUPP  staff  provide 
health  education  services  in  Lake, 
Allen,  Vigo,  Pike,  Spencer,  Dubois 
and  Warrick  Counties.  These 
interventions  include  helping  the 
client  to  reduce  her  risk  level  on 
her  own,  as  well  as  referring  the 
client  to  a peer  support  group, 
outpatient  treatment  or  an  inpa- 
tient treatment  facility.  PSUPP 
directors  also  provide  substance 
use  education  through  local  media 
campaigns  and  substance  use 
education  to  providers  through 
training  sessions. 

The  client  intervention  has 
three  components: 

1.  During  the  first  visit,  the 
hazards  of  smoking  cigarettes 
to  the  rmborn  baby  and  the 
importance  of  quitting  smok- 
ing are  discussed.  An  educa- 
tional/counseling plan  is 
developed  for  the  chent  at  this 
time. 

2.  The  program  provides  support 
and  reinforcement.  Clinic 
encounter  records  are  stored  in 
the  chent's  chart  to  remind 
physicians  and  nurses  to 
review  progress,  give  a strong 
"no  use"  message  to  the  client 
and  provide  positive  reinforce- 
ment of  her  efforts. 

3.  On  subsequent  visits,  one-on- 
one  educational /counseling 
sessions  and  referrals  are 
based  on  individual  assess- 
ments. 

In  addition  to  specific  client 
interviews,  the  PSUPP  provides 
community-wide  information 
regarding  prenatal  substance  use. 


Information  is  disseminated 
through  presentations,  seminars 
and  workshops,  health  fairs, 
brochures  and  the  media.  The 
PSUPP  staff  impacted  directly  or 
indirectly  nearly  25,000  persons  in 
fiscal  year  1995. 

The  purpose  of  this  paper  was 
to  study  the  impact  on  smoking 
rates  and  awareness  of  smoking 
risks  among  pregnant  women 
participating  in  a community- 
based  prenatal  substance  use 
program. 

Methods 

During  fiscal  year  1995,  a set  of 
survey  forms  and  data  entry 
software  were  used  to  collect  client 
information  at  all  PSUPP  sites. 
Client  information  included  the 
following:  demographic  and 
clinical  data,  utilization /visit 
patterns,  tobacco  use  history  and 
status  at  entry  into  the  PSUPP  and 
upon  terrnination.  A client  satisfac- 
tion survey  was  conducted  on  a 
random  sample  of  all  PSUPP 
clients  to  determine  the  perceived 
level  of  risk  of  tobacco  use,  the 
number  of  visits  with  PSUPP  staff, 
client  knowledge  and  satisfaction 
with  the  program.  The  effective- 
ness of  the  PSUPP  interventions 
was  assessed  by  comparing 
self-reported  smoking  at  baseline 
(entry  into  the  PSUPP)  and  at  the 
end  of  the  pregnancy  and  PSUPP 
intervention. 

The  smoking  levels  of  the 
women  were  self  reported  and  not 
verified  using  carbon  monoxide  or 
serum  cotinine  measurements. 
Intentional  and  unintentional 
errors  are  possible  when  clients  are 
asked  to  recall  past  and  present 
tobacco  use.  Some  of  the  PSUPP 
clients  would  have  stopped 
smoking  without  the  intervention 
of  the  program  staff.  However, 


without  a control  or  comparison 
group  of  pregnant  smokers,  it  is 
not  possible  to  estimate  the 
proportion  who  stopped  smoking 
due  to  the  program. 


Results 

Risk  level:  There  were  987  women 
who  were  identified  as  substance 
users  (74%).  Of  those,  418  were 
high  risk  smokers  (42.4%)  and  96 
were  medium-risk  smokers  (9.9%). 
Clients  were  classified  as  high  risk 
if  they  smoked  more  than  five 
cigarettes  per  day.  Medium  risk 
was  defined  as  clients  who 
smoked  fewer  than  five  cigarettes 
per  day.  Clients  were  classified  as 
low  or  no  risk  if  they  reported  no 
current  tobacco  use. 

Demographic  characteristics: 

Race:  Of  the  513  identified  as 
being  high-  or  medium-risk 
smokers  and  whose  race  was 
known  (race  was  unknown  for  one 
case),  80%  (412)  were  white,  11.8% 
(61)  were  black,  7.4%  (38)  were 
Hispanic,  and  0.6%  (2)  were 
classified  as  "other." 

Age:  While  the  mean  age  of 
the  smokers  was  22,  0.4%  were  14 
years  of  age  or  less;  9.1%  were  ages 
15  to  17;  28.6%  were  18  to  20  years 
old;  29.6%  were  between  21  and  24 
years  of  age;  and,  32.3%  were  25 
years  of  age  or  older. 

Marital  status:  Of  the  508  at- 
risk  smokers  where  marital  status 
was  recorded  (marital  status  was 
missing  for  six  cases),  the  majority 
(75.4%)  were  unmarried. 

Education  level:  Since  27%  of 
the  at-risk  smokers  were  18  years 
of  age  or  less,  it  would  be  expected 
that  about  a quarter  of  the  PSUPP 
clients  would  have  less  than  a high 
school  education  based  on  their 
age  distribution  alone.  However, 
among  at-risk  smokers  where  the 
number  of  years  of  education  was 
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listed,  nearly  half  (48.1%)  had  not 
graduated  and  7%  had  eight  or 
less  years  of  education.  On  the 
other  hand,  10.5%  reported  some 
college  or  other  post-secondary 
education. 

Historic  cigarette  use:  Nearly 
two-thirds  (61.8%)  of  all  the  1,334 
women  who  were  screened 
indicated  they  had  smoked 
sometime  in  their  lives.  Of  the  514 
at-risk  smokers,  nearly  one-third 
(30.1  %)  reported  that  they  began 
smoking  before  they  were  15  years 
old. 

Program  intervention:  The 
PSUPP  directors  worked  directly 
with  all  smokers  to  assist  them  in 
efforts  to  stop  smoking;  280  clients 
(54.5%)  were  also  referred  to 
on-site  or  external  smoking 
cessation  programs  during  their 
pregnancy.  Forty  high-risk  smok- 
ers were  referred  to  smoking 
cessation  programs  after  delivery. 

Of  the  116  (88.5%)  satisfaction 
survey  respondents  who  reported 
the  number  of  PSUPP  visits,  88 
(75.9%)  reported  they  had  visited 
two  or  more  times  with  the  PSUPP 
director  to  discuss  their  use  of 
cigarettes,  alcohol  or  drugs. 
Thirty-four  (29.3%)  of  the  clients 
had  made  two  visits,  and  32 


(27.6%)  had  visited  three  times. 
Twenty-two  respondents  (19.0%) 
had  visited  four  or  more  times. 
PSUPP  directors  contacted  their 
high /medium  risk  smoking  clients 
an  average  of  3.8  times. 

Outcomes:  Of  the  989  clients 
who  terminated  from  the  PSUPP 
due  to  childbirth,  31.9%  were 
smoking  at  the  time  of  termination 
compared  to  32.3%  in  1993  and 
43.9%  in  1992.  A comparison  of  the 
smoking  rates  for  those  who 
terminated  from  PSUPP  in  FY  1995 
with  the  rates  when  women 
entered  the  program  (some 
entered  the  program  during  FY 
1994)  found  that  49.9%  of  those 
women  who  were  smoking  at  the 
beginning  of  the  program  reported 
that  they  decreased  or  terminated 
their  smoking;  70.3%  of  those 
smoking  more  than  five  cigarettes 
per  day  (high-risk  clients)  cut 
down  or  quit  smoking. 

Sixty-four  (48.9%)  of  the  131 
respondents  to  the  satisfaction 
survey  admitted  using  tobacco;  of 
these,  35  (54.7%)  had  stopped,  23 
(35.9%)  had  cut  down  and  five 
(7.8%)  planned  to  reduce  their  use 
of  tobacco  due  to  the  information 
and  help  they  had  received  from 
the  program.  Only  one  individual 


(1.6%)  admitted  she  planned  to 
continue  her  use  of  tobacco  after 
her  baby  was  born. 

The  satisfaction  survey  asked 
questions  about  the  knowledge 
gained  through  PSUPP  related  to  , 
tobacco  use.  Respondents  indi- 
cated that  the  substance  abuse 
information  was  "very  helpful" 
(79.7%),  they  knew  "very  much 
more"  about  tobacco  (76.2%),  they 
"strongly  agreed"  that  tobacco  can 
harm  an  unborn  baby  (80%),  and  | 
they  "strongly  agreed"  that  I 

smoking  causes  babies  to  have 
lower  birth  weights  (66.2%).  More  ! 
than  one-half  (55.7%)  of  the  ' 

respondents  reported  that  they 
received  information  that  showed 
them  why  prenatal  care  is  impor- 
tant, and  58%  felt  they  had  re- 
ceived help  that  was  increasing 
their  general  health  status.  A 
majority  (67.2%)  felt  that  they  were 
given  information  that  would  help 
them  have  a healthier  baby. 

Discussion 

The  results  of  this  study  indicate 
that  the  PSUPP  intervention  was 
somewhat  effective  in  helping 
clients  reduce  or  stop  smoking 
during  pregnancy  and  that  this 
intervention  was  associated  with 
an  increased  awareness  and 
sensitivity  by  clients  to  the  harmful 
effects  of  tobacco  use  during 
pregnancy. 

These  results  are  consistent 
with  previous  studies  that  show  a 
high  proportion  of  pregnant 
women  are  interested  in  cessation 
programs  and  are  motivated  to 
quit.®  These  studies  underscore  the 
need  for  intervention  during  the 
"teachable  moment."  Pregnancy 
may  be  a critical  time  to  promote 
sustained  changes  in  smoking 
behavior  among  women.^ 

Our  data  indicate,  however. 


Table 


Smoking  rate  (%)  among  women  who  deliver  in  Indiana, 

1991-1993^^ 


Amount  of  smoking 

1991 

1992 

1993 

One  pack/ day  or  more 

7.9 

7.3 

7.1 

Five  - 19  cigarettes/ day 

12.9 

12.4 

12.0 

Fewer  than  five  cigarettes/ day 

4.6 

4.7 

4.5 

Non-smokers 

74.6 

75.6 

76.4 

V J 
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I that  a significant  fraction  of 
pregnant  smokers  in  PSUPP  do  not 
I quit.  The  reasons  for  this  are  not 
I clear.  The  results  from  the  chent 
li  satisfaction  survey  indicate  that 

[approximately  one  in  five  preg- 
nant women  in  PSUPP  do  not 
"strongly  agree"  that  tobacco  use 
[ can  harm  their  unborn  child;  one 
! in  three  do  not  "strongly  believe" 
that  smoking  affects  the  baby's 
■ birth  weight.  These  data  show  a 
I need  for  more  persuasive  methods 
, in  health  education.  PSUPP  is  one 
' of  many  community  programs  to 
help  women  stop  smoking  during 
pregnancy.  Practitioners  are 
encouraged  to  refer  their  patients 
who  smoke  to  such  programs. 

In  conclusion,  this  study 
suggests  that  a community-based, 
prenatal  substance  use  program 
intervention  may  decrease  smok- 
ing rates  and  increase  awareness  of 
smoking  risks  during  pregnancy. 
Still,  a significant  proportion  of 
clients  continue  to  smoke  and 
deny  the  risks  of  tobacco  use  are 
real  and  apply  to  their  pregnancy. 
As  with  abuse  of  other  substances, 
reasons  supporting  continued  use 
must  be  considered.  This  provides 
direction  for  future  efforts  by 
PSUPP.  □ 
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Abstract 


Approximately  20%  of  the  adult  population  in  the  United 
States  have  low-literacy  skills.  The  subpopulations  with  the 
highest  incidence  of  low  literacy  are  nearly  identical  to  those 
with  the  highest  prevalence  of  tobacco  use.  Low-literacy 
smokers  are  more  likely  to  underestimate  the  risks  related  to 
tobacco  use,  have  less  social  pressure  and  support  to  quit 
smoking,  may  experience  more  life  stress  and  consequently 
rely  more  heavily  on  nicotine  use  for  stress  reduction  and 
require  more  assistance  in  developing  a sense  of  self-efficacy. 
This  indicates  a need  to  modify  smoking  cessation  methods  of 
counseling,  content  and  selection  of  educational  materials  for 
the  marginally  literate.  Currently  available  low-literacy  materi- 
als are  listed,  and  suggestions  for  adjusting  or  developing 
materials  are  made.  □ 


Low  literacy  refers  to  the  40 
to  44  million  American  adults, 
almost  one  in  five,  who  have 
poorly  developed  skills  in  reading, 
writing,  listening  and  speaking. 
These  are  people  who  are  unable 
to  read  and  comprehend  directions 
that  most  of  us  take  for  granted, 
such  as  instructions  on  a bottle  of 
vitamins.  When  confronted  with 
complex  pamphlets,  booklets  or 
instructions,  the  marginally  literate 
person  easily  becomes  over- 
whelmed.^ This  presents  a chal- 
lenge to  health  education  provid- 
ers, as  methods  of  instruction  and 
advising  must  be  adjusted  to  meet 
the  needs  of  this  low-literacy 
population. 

Measures  of  literacy  are  not 
interchangeable  with  measures  of 
intelligence.  There  are  people  with 
low-literacy  skills  in  every  walk  of 
life  and  at  every  socioeconomic 
level.  There  is  a preponderance, 
however,  of  poor  literacy  skills 
among  the  following  groups:  low 
income,  inner-city  inhabitants, 
older  Americans,  blue  collar 
workers,  the  unemployed,  and 
those  with  less  than  a high  school 
education.  These  are  the  same 
subpopulations  who  have  the 
highest  smoking  prevalence  in  our 
country.^ 

Generally,  less  formal  educa- 
tion implies  a greater  need  for 
patient  education.  This  seems 
obvious,  but  studies  reveal  that  in 
practice  physicians  talk  more  to 
patients  who  ask  questions, 
typically  those  with  a higher 
education.^  Marginally  literate 
patients  may  not  grasp  the  impli- 


cations of  a newly  prescribed 
treatment  because  of  limited 
anticipatory  skills  and  problem- 
solving abilities.  There  is  an 
increased  need  for  interaction,  but 
the  patient's  silence  is  often 
misinterpreted  as  understanding 
and  acceptance.  This  leads  to  an 
inability  to  follow  medical  advice, 
and  the  patient  may  later  be 
unfairly  labeled  as  noncompliant. 

Today,  we  rely  heavily  on 
written  materials  to  supplement 
oral  instructions  and  information 
for  patients.  Unfortunately,  there  is 
a wide  disparity  between  the 
literacy  capabilities  of  the  reader 
and  the  level  at  which  most 
educational  materials  are  pre- 
pared. Meade  and  Byrd^  analyzed 
the^ readability  of  smoking  cessa- 
tion materials  and  found  that  most 
are  written  at  a level  above  grade 
9,  and  many  at  a scientific  or 
professional  level.  This  compli- 
cates the  ability  of  the  health  care 
provider  to  supply  adequate 
instruction  and  explanation. 


In  a follow-up,  randomized  ; 
controlled  study,  the  same  investi- 
gators demonstrated  a significant 
increase  in  comprehension  for 
subjects  receiving  smoking  materi- 
als written  at  a fifth  grade  level 
compared  to  those  who  received 
the  same  information  written  at  a 
10th  grade  level  and  controls  who 
received  no  information,  (13%  and 
18%  increase,  respectively).^ 
Materials  adjusted  for  literacy  are 
effective. 

General  considerations  in  coun- 
seling low-literacy  smokers 

Counseling  may  be  more  time 
consuming  for  low-literacy  pa- 
tients due  to  the  reasons  previ- 
ously mentioned  and  the  inability 
of  the  patient  to  pursue  indepen-  ; 
dent  learning  activities.  Using  a 
designated  office  worker  as  the 
smoking  counselor  may  be  consid- 
ered. Establishing  an  effective 
office  smoking  cessation  program 
with  this  format  is  outlined  by  the 
National  Cancer  Institute  as  a part 

^ 
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of  its  "How  To  Help  Your  Patients 
Stop  Smoking"  program.^ 

Group  sessions  are  a second 
alternative  for  better  time  manage- 
ment in  smoking  cessation  coun- 
seling. Highly  interactive  meet- 
ings, with  group  members  re- 
sponding to  questions  rather  than 
didactic  presentations,  are  most 
effective.  As  group  cohesion 
builds,  motivation  increases.^  The 
smoking  cessation  classes  offered 
through  Wishard  Memorial 
Hospital  in  Indianapohs  consist  of 
three  weekly  two-hour  meetings. 
Attendance  is  difficult  if  the 
sessions  are  more  frequent  or  if 
they  are  spread  over  longer 
periods  of  time.  Often  the  partici- 
pants use  public  transportation 
I and  must  arrange  for  changes  in 
work  schedules  and  child  care.  By 
requiring  several  sessions,  difficiil- 
ties  in  attending  begin  to  outweigh 
the  benefits  of  participating. 

There  are  several  differences 
between  high-  versus  low-literacy 
smokers  that  have  imphcations  for 
adjusting  interventions.  Low- 
Literacy  smokers  are  more  likely  to 
underestimate  the  individual  risk 
of  tobacco  use  and  the  resulting 
need  to  quit.^  It  is  critical  in 
motivating  this  group  to  personal- 
ize the  message  to  stop  smoking 
by  relating  it  to  current  health 
status  or  concerns,  i.e.,  cough, 
shortness  of  breath,  child's  asthma. 

With  a higher  prevalence  of 
tobacco  use  in  the  low-literacy 
population,  there  is  less  social 
pressure  to  quit.®  In  fact,  quitting 
smoking  may  even  be  perceived 
by  others  as  threatening,  and 
consequently,  there  is  often  little 
social  support  for  stopping.  Health 
care  providers  must  be  readily 
available  and  able  to  supply  this 
needed  support.  Quitting  smoking 
is  extremely  difficult,  and  an 
V enthusiastic  advocate  can  be 


pivotal  in  a successful  outcome. 

Many  smokers  engage  in 
tobacco  use  to  relieve  stress.  Job 
strain  and  the  pressures  of  daily 
living  may  be  greater  among  those 
subpopulations  associated  with 
low  literacy,^  and  addressing  stress 
reduction  is  another  important 
element  in  the  overall  program  of 
smoking  cessation.  Because 
problem-solving  skills  may  be 
inadequate,  the  health  care  pro- 
vider must  assist  in  personalizing 
or  individuahzing  stress  reduction 
methods  to  the  patient's  own 
circumstances.  For  example,  a 
harried  mother  of  toddlers  may 


not  be  able  to  understand  the  use 
of  guided  imagery  for  stress 
reduction,  but  she  can  play  music, 
sing,  dance  or  read  with  her 
children.  The  essential  point  is  that 
help  is  needed  in  identifying  a 
variety  of  simple  stress  relievers 
that  can  replace  smoking. 

Another  consideration  in 
managing  low-literacy  tobacco- 
dependent  individuals  is  the 
importance  of  maintaining  a 
positive  supportive  attitude 
toward  the  patient.  Although  this 
is  essential  for  all  smoking  assis- 
tance programs,  it  may  be  more 
crucial  for  those  with  deficient 


Table  1 

Commonly  distributed  pamphlets  analyzed 
for  readability  via  the  Fry  Graph 


Publication  Reading  level 

"Facts  About  Cigarette  Smoking" 15th  grade 

American  Lung  Association 
Publication  #0171 

"Facts  About  Nicotine  Addiction 12th  grade 


and  Cigarettes" 

American  Lung  Association 
Publication  #0182 


"Facts  About  Secondhand  Smoke" 11th  grade 

American  Lung  Association 
Publication  #0006 

"Yes,  You  Can  Quit  Smoking  For Sixth  grade 

Good!" 

American  Lung  Association 
Publication  #0480 

"Clearing  The  Air" Sixth  grade 

National  Cancer  Institute 
Publication  #941647 

^ I 7 
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literacy  skills.^  Commonly,  mini- 
mally competent  people  have 
already  suffered  many  frustra- 
tions, embarrassments  and  fail- 
ures. A judgmental  or  demeaning 
manner  may  increase  stress  and 
alienate  the  patient.  Interference 
from  stress,  anxiety  or  other 
distractors  can  affect  attention  and 
comprehension  and  should  be 
addressed  and  eliminated  or 
minimized  before  teaching/ 
counseling  sessions. 

Applying  techniques  to  the  low- 
literacy  population 

Guidelines  for  effective  implemen- 
tation of  health  interventions  for 
low-literacy  patient  education 
have  been  developed.^  These 
guidelines  incorporate  theories  of 
education  and  behavior  and 
provide  practical  suggestions  for 
adapting  materials  and  methods  to 
those  with  special  needs.  At 
Indiana  University  Medical 
Center's  health  care  facilities,  these 
recommendations  have  been 
applied  to  the  National  Cancer 
Institute's  "How  To  Help  Your 
Patients  Stop  Smoking"  program 
for  use  in  both  individual  counsel- 
ing sessions  and  in  formal  group 
smoking  cessation  classes.  This 
program  involves  four  health  care 
provider  activities  that  begin  with 
the  letter  "A"  - ask,  advise,  assist 
and  arrange. 

Ask  - Smoking  status  is 
entered  with  the  vital  signs  on 
patient  encounter  forms  and  is 
determined  at  each  appointment. 

A smoking  history  is  obtained 
through  interview. 

Advise  - A direct  statement 
advising  quitting  is  made.  This 
should  be  phrased  in  terms 
relevant  to  the  patient.  Instead  of 
an  abstract  concept  such  as  "to 
reduce  the  risk  of  lung  cancer,"  try 
to  convince  the  patient  using  a 


concrete,  familiar  idea  such  as  "to 
help  you  live  to  enjoy  your  grand- 
children." 

We  assess  readiness  to  stop 
tobacco  use  by  inquiring  if  the 
patient  has  thought  about  quitting, 
wants  to  quit  and  if  he /she  has 
attempted  to  quit  smoking  before. 
We  record  information  in  our 
encounter  notes  rather  than  asking 
the  patient  to  complete  an  assess- 
ment form.  Limiting  the  amount  of 
written  material  confronting  the 
patient  is  less  threatening. 

Assist  - Behavior  is  more 
likely  to  be  adopted  if  it  is  per- 
ceived as  achievable.^  Because 
many  smokers  have  attempted  to 
quit  in  the  past  and  have  been 
unsuccessful,  smoking  cessation  is 
often  considered  unachievable. 
Further,  the  low-literacy  popula- 
tion is  likely  to  have  suffered  many 
inadequacies  in  the  past,  which 
may  have  created  an  expectation  of 
poor  results.  Break  the  smoking 
cessation  process  into  many  small 
steps,  so  the  participant  may 
experience  interim  successes  and 
build  confidence  in  the  process  of 
this  behavior  change. 

In  our  smoking  counseling,  we 
begin  with  congratulating  the 
person  because  he  or  she  has 
actually  arrived  at  or  consented  to 
an  appointment  for  initial  smoking 
counseling.  We  try  to  build  on  all 
accomplishments  and  learn  from 
any  failings.  Reinforcing  all 
achievements,  such  as  having  tried 
smoking  cessation  before,  reducing 
the  number  of  cigarettes  smoked 
per  day,  increasing  physical 
activity  or  identifying  alternative 
behaviors  for  stress  reduction, 
builds  confidence  and  a sense  of 
competence  and  self  worth.  As  the 
patient  begins  to  feel  empowered, 
the  locus  of  control  will  shift  from 
the  nicotine  addiction  to  the 
I individual. 


Assistance  in  setting  a quit  a[ 
date  is  necessary.  Often  patients  h 

will  agree  to  stop  smoking  and  set  pi 

that  same  day  as  the  quit  date.  C 
Because  they  are  not  yet  prepared  n 
with  adequate  skills  or  information’  is 
for  this  endeavor,  a more  realistic  t 
date  must  be  considered.  p 

Nicotine  addiction  evaluation,  i 

using  the  Fagerstrom  tool,^°  is  n 

helpful  in  determining  the  need  for  j v 
nicotine  replacement  therapy.  This  i p 
is  particularly  true  in  the  African-  i 
American  population,  as  a higher  c 

nicotine  dependence  is  demon-  s 

strated  with  relatively  fewer 
cigarettes  consumed.”  This  means  < 

that  the  number  of  cigarettes  j 

smoked  per  day  may  not  accu- 
rately reflect  the  level  of  nicotine  ; 
addiction.  Providing  this  informa-  i | 
tion  is  helpful  to  the  African-  , 

American  patient  as  he  or  she  may  ! i 
feel  frustrated  that  smoking 
cessation  is  so  difficult  even  with  a 
relatively  "light  habit." 

Most  of  our  patients  prefer 
and  benefit  from  nicotine  replace- 
ment therapy,  and  patches  usually 
are  prescribed.  Instructions  for 
nicotine  gum  can  be  confusing  to 
low-literacy  patients,  and  reverting 
to  regular  gum  chewing  can  be 
difficult  to  avoid.  Written  instruc- 
tions for  nicotine  patches  are 
adjusted  for  low  literacy  and  are 
carefully  reviewed  with  the 
patient.  A contract  is  signed  that 
delineates  the  quit  date  and  the  ! 
patient's  intention  not  to  smoke  > 

while  using  nicotine  replacement. 
CIBA  Corp.,  through  its  patient 
support  program,  provides 
Habitrol™  patches  for  our  indigent  , 
patients  and  those  without  insur- 
ance who  are  unable  to  pay. 

Arrange  - At  the  first  appoint-  I 
ment,  quitting  strategies  are  : 

discussed,  the  decision  to  quit  is 
reinforced,  and  the  suggestion  of 
tapering  is  made.  At  the  second  I 
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appointment,  usually  one  to  two 
weeks  later,  a two-week  supply  of 
patches  or  gum  is  provided. 
Concerns  and  questions  are 
addressed,  and  all  progress  thus 
far  is  supported.  At  appointment 
three,  progress  is  reviewed, 
problem  solving  is  employed  for 
any  lapses,  and  two  more  weeks  of 
replacement  therapy  is  provided 
with  appropriate  refills.  Subse- 
quent visits  and  telephone  follow- 
up are  as  needed.  Patients  are 
called  at  six  months  to  assess 
smoking  status. 

Smoking  cessation  materials: 
Suggestions  for  preparation 

There  are  few  self-help  materials 
available  for  the  low-Hteracy 
population.  Table  1 hsts  a sampling 
of  the  most  frequently  distributed 
smoking  cessation  pamphlets  at  lU 
Medical  Center  and  Wishard 
Memorial  Hospital  and  health 
clinics.  The  reading  level  was 
analyzed  using  the  Fry  readability 
graph,  a commonly  used  tool.^ 

Table  2 outlines  three  publications 
that  have  components  appropriate 
for  our  target  population. 

Because  we  have  been  unable 
to  find  booklets  that  satisfactorily 
match  our  population  in  literacy 
level,  ethnicity  or  socioeconomic 
status,  we  are  developing  our  own. 
Doak  et  al  have  made  many 
recommendations,  with  rationales, 
for  the  preparation  of  locally 
produced  materials,  which  are 
briefly  summarized  in  the  follow- 
ing paragraphs.  These  materials 
can  be  very  effective  because  they 
more  closely  reflect  the  community 
and  incorporate  familiar  faces  and 
speech,  which  increases  under- 
standing. 

The  use  of  audio  and  video 
media  is  advised.  Simple  audio- 
tapes  may  be  used  to  reinforce 
information.  These  tapes  should  be 


Table  2 

Smoking  cessation  publications  with 
special  attributes  for  unique  subpopulations 


Publication 

"How  To  Quit  Cigarettes" 
American  Cancer  Society 
Publication  #2604-LE 


'Special  Delivery  ...  Smoke  Free" 
American  Cancer  Society 
Publication  #88-IC-No.2422.01-LE 


'Pathways  to  Freedom" 

Fox  Chase  Cancer  Center, 
Philadelphia,  PA. 
Distributed  by  the  American 
Cancer  Society 


only  five  to  10  minutes  long  and 
supplemented  with  a handout.  The 
patient  can  easily  operate  a tape 
player  and  rewind  and  relisten  if 
certain  concepts  are  not  well 
understood.  This  can  conveniently 
be  implemented  in  the  clinic  or 
office  waiting  room  with  the  use  of 
ear  phones.  Information  such  as 
patch  placement,  relaxation 
techniques,  chemical  versus 
behavioral  addiction  or  healthy 
snacking  are  some  examples  of 
possible  taped  topics. 

Videotaping  an  actual  smok- 


Comments 

Reading  level  = fourth  grade. 
Clear  "survaval  message." 
Culturally  diverse.  Depicts  blue 
collar  workers.  Effective 
illustrations.  Conversational 
writing  style. 

Reading  level  = fourth  grade. 
Developed  for  pregnant  smokers. 
Workbook  format  with  many 
activities  appropriate  for 
all  types  of  smokers.  Clear 
"need  to  know"  message. 
Effective  illustrations. 
Conversational  writing  style. 
Most  interactive  publication 
located  to  date. 

Reading  level  = sixth  grade. 
Developed  specifically  for 
African  Americans.  More  than 
"need  to  know"  message,  but 
excellent  adaptation  for 
targeted  population. 
Conversational  style.  Effective 
illustrations. 


ing  cessation  class  that  has  been 
personally  conducted  can  be 
useful  for  individual  viewing. 
VCRs  can  require  a higher  level  of 
expertise  to  operate  and  do  not 
lend  themselves  as  easily  to  replay 
as  tapes.  Often,  though,  this 
medium  is  more  interesting  to  the 
patient. 

Locally  produced  handouts 
are  also  effective  provided  a few 
principles  are  followed  in  their 
preparation.  When  developing 
educational  materials  for  low- 
literacy  patients,  provide  the 
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smallest  amount  of  information 
possible  to  get  the  central  idea 
across.  This  allows  the  patient  to 
focus  on  the  "survival  message." 
The  low-literacy  adult  needs  to 
know  enough  about  his  or  her 
condition  to  understand  the 
importance  for  continuity  in 
treatment  and  the  consequent 
required  behavior.  Extraneous 
information  can  be  confusing  and 
cause  the  real  message  to  be  lost. 

The  text  in  the  handouts 
should  be  in  simple,  conversa- 
tional language  and  in  the  active 
voice.  The  vocabulary  should  be 
basic  with  possibly  new  or  difficult 
words  defined.  This  style  is  easier 
to  relate  to  and,  therefore,  more 
easily  understood. 

Printing  is  done  in  lower  case 
lettering  which,  because  of  more 
detailed  configurations,  is  easier 
for  poor  readers  to  recognize  than 
capital  letters.  Black  lettering  on 
white  or  yellow  paper  is  most 
visible,  which  is  important  if  the 
patient  is  reading  in  a poorly  lit 
area.  Ideas  that  need  to  be  stressed 
can  be  underlined  or  printed  in 
bold,  not  spelled  out  in  all  capitals, 
as  capital  letters  are  less  well 
recognized  by  the  marginal  reader. 

Illustrations  should  be  simple, 
not  distracting,  and  should  add  to 
the  understanding  of  the  content. 
They  should  be  beside  the  written 
text  rather  than  above  or  below,  as 
the  lower  literacy  reader  loses  his 
place  easily.  Pictures  are  best  as 
plain  ink  drawings  of  realistic 
figures  with  whom  the  patient  can 
identify.  Caricatures  can  be 
confusing  and  may  be  interpreted 
as  condescending.  Elaborate 
pictures  are  also  confusing  and 
distracting.  Even  drawn  stick 
figures  can  be  more  effective  than 
photos  or  detailed  drawings.  The 
patient  can  better  relate  to  pictures 


of  anatomy  when  it  is  depicted  in 
the  context  of  the  body.  Again, 
accuracy  is  essential.  Lower 
literacy  patients  view  things  as 
concrete  and  understand  drawings 
exactly  as  they  are  drawn. 

Anecdotally,  we  have  found 
that  people  of  all  literacy  levels 
prefer  our  uncomplicated  medical 
instruction  and  materials.  This  is 
confirmed  in  the  research  findings 
of  Ley  and  colleagues. Succinct, 
clear  "survival  message"  informa- 
tion is  better  understood  and 
easier  to  follow.  Thus,  these 
guidelines  are  equally  effective  in 
preparing  materials  for  all  popula- 
tions. 

Our  challenge 

Very  little  prepared  information  is 
available  for  the  low-literacy 
population.  Why  do  those  with  the 
highest  prevalence  of  smoking  and 
the  greatest  need  for  information 
and  support  have  the  fewest 
resources  for  smoking  cessation? 
The  tobacco  companies  have  not 
overlooked  attending  to  these 
subpopulations.  Notice  the  bill- 
boards, store  advertising  and 
promotional  items  in  less  affluent 
neighborhoods.  Messages  are 
clear,  succinct  and  targeted 
specifically  to  the  surrounding 
community.  The  principles  of 
effective  communication  for  those 
with  low-literacy  skills  are  being 
used  by  our  adversaries.  We  health 
care  professionals  need  to  demon- 
strate the  same  proficiency  in 
preparing  positive  health  messages 
for  tobacco  dependent,  low- 
literacy  people.  □ 

Colleen  Ciampa,  R.N.,  is  an 
advanced  practice  nurse,  Indiana 
University  Medical  Center,  Wishard 
Memorial  Hospital  and  Regenstrief 
Community  Health  Centers. 


Correspondence:  Colleen  Ciampa, 
R.N.,  Indiana  University  Medical 
Center,  1001  W.  10th  St.,  OPW425, 
Indianapolis,  IN  46202. 
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Indiana  laws  regarding 
, tobacco  control 

I 


Joseph  A.  Caparo 
1 Stephen  J.  Jay,  M.D. 

Indianapolis 

A recent  report  by  the 
Centers  for  Disease  Control  and 
the  National  Cancer  Institute  on 
state  tobacco  legislation  shows 
significant  variation  in  tobacco 
control  laws  among  states.^  As  of 
June  30, 1995,  there  were  1,238 
state  laws  regarding  tobacco 
control  in  effect.  Despite  this  fact, 
however,  these  laws  are  not 
adequately  protecting  our  most 
vulnerable  population,  the  youth 
of  America.  Since  approximately 
j 90%  of  regular  users  of  tobacco 
(cigarettes  or  smokeless)  become 
dependent  on  nicotine  before  the 
age  of  20,  the  relative  ineffective- 
ness of  laws  limiting  youth  access 
is  troublesome.  Underage  buyers 
can  purchase  tobacco  from  retail 
outlets  about  73%  of  the  time  and 
; from  vending  machines  about  96% 
of  the  time. 

The  following  is  a brief 
summary  of  state  laws  on  tobacco 
control,  including  Indiana  legisla- 
tion. 

Youth  access 

The  sale  and  distribution  of 
tobacco  products  is  prohibited  in 
all  states,  including  Indiana,  to 
people  under  the  age  of  18.  In 
Indiana,  the  distribution  of  tobacco 
to  a person  under  the  age  of  18  as  a 
means  of  promoting  or  advertising 
the  product  is  prohibited.  The 
penalty  for  violating  these  laws  in 
Indiana  is  a Class  C infraction  and 
carries  a rninimal  fine.  Penalties  for 
first  violations  to  business  owners, 
managers  or  clerks  range  from 


fines  of  $10  to  $50  in  11  states  to 
fines  of  up  to  $1,000  or  more  in 
four  states. 

Vending  machines 

Thirty-two  states,  including 
Indiana,  have  restrictions  on  youth 
access  to  vending  machines  that 
contain  tobacco  products.  In 
Indiana,  vending  machines  are 
restricted  to  workplaces,  hcensed 
facilities  and  private  clubs  acces- 
sible only  to  people  over  age  18  or 
to  locations  where  the  machine  can 
be  operated  only  by  the  owner  or 
an  employee  who  is  at  least  18. 

No  state  has  banned  the  sale  of 
tobacco  products  through  vending 
machines.  In  12  states,  vending 
machines  are  banned  from  areas 
accessible  to  young  people.  Only 
23  states  have  penalties  for  first 
violations  of  restrictions  on  the 
location  and  supervision  of 
tobacco  vending  machines.  By 
1993, 161  cities  and  counties  in  the 
U.S.  had  passed  ordinances  that 
partially  or  completely  ban  tobacco 
vending  machines;^  none  of  these 
cities  or  counties  were  in  Indiana. 

Excise  taxes 

The  United  States  has  among  the 
lowest  tobacco  excise  taxes  in  the 
world.  State  taxes  on  cigarettes 
vary  from  2.5  cents  per  pack  in 
Virginia  to  75  cents  per  pack  in 
Michigan.  The  national  average  is 
31.5  cents.  Washington  state 
increased  its  cigarette  tax  to  81.5 
cents  per  pack  effective  July  1, 
1995.  Indiana  has  an  excise  tax  per 
pack  of  15.5  cents.  Recent  efforts  in 
Indiana  to  increase  the  tax  were 
unsuccessful. 

I One  of  the  most  successful 

1 strategies  to  reduce  tobacco  use 


among  youth  is  to  increase  the 
price  of  tobacco  products.  It  has 
been  estimated  that  an  increase  of 
$2  per  pack  in  cigarette  taxes 
would  result  in  7.6  million  fewer 
smokers  in  the  United  States.^ 
Tobacco  companies  aggressively 
fight  any  efforts  to  increase 
tobacco  taxes. 

Advertising 

Only  nine  states  restrict  tobacco 
advertising.  These  laws  generally 
limit  advertising  near  schools  and 
on  pubhc  property.  Indiana  has  no 
laws  restricting  tobacco  advertis- 
ing. 

j Private  workplaces 

Indiana  has  no  private  workplace 
laws  that  restrict  smoking.  Twenty 
states  and  the  District  of  Columbia 
limit  smoking  in  private  work 
sites.  California  has  either  no 
smoking  or  separate  ventilation  for 
smoking  areas  in  private  work 
sites. 

; Public  places 

Indiana  restricts  smoking  to 
designated  areas  in  government 
buildings,  public  schools  and 
classroom  buildings  at  state 
educational  institutions.  In  1987, 
i largely  due  to  a 12-year  effort  by 
' Rep.  John  W.  Donaldson,  Indiana 
passed  the  Indoor  Clear  Air  Act. 
This  allowed  the  banning  of 
smoking  in  public  arenas  during 
sporting  events.  Indiana  has  no 
I laws  that  restrict  smoking  in  day 
; care  facilities  or  restaurants.  In 
! 1993,  Indianapolis  prohibited 

! smoking  in  government  buildings; 
i jails  and  public  housing  were 
exempt  from  this  law. 

Many  local  communities  in 
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Indiana  and  the  United  States  have 
adopted  local  ordinances  restrict- 
ing smoking  in  public  places  and 
access  of  underage  youth  to  the 
sale  of  tobacco  products.^  The 
tobacco  industry  has  adopted  an 
aggressive  program  in  support  of 
preemptive  state  laws  that  prohibit 
local  jurisdictions  from  having 
tobacco  control  ordinances  that 
would  be  more  restrictive  than 
state  law.  In  16  states,  laws  pre- 
empt local  governments  from 
enacting  ordinances  more  restric- 
tive than  state  laws  related  to  the 
sale  of  tobacco  products  to  minors. 

Successful  tobacco  control  in 
Indiana,  particularly  aimed  at 
preventing  tobacco  dependence 
among  our  youth,  will  require 
commitment  and  increased 
involvement  of  health  profession- 
als, significant  increase  in  public 
education,  and  both  state  and  local 
legislation.  Of  historical  interest  is 
that  in  Indiana  in  1912  the  percent- 
ages of  boys  of  different  ages  who 
were  using  '"white  coffin  nails" 
were:  12  years,  15%;  13  years,  20%; 
14  years,  38%;  15  years,  29%;  16 
years,  57%;  and  17  years,  71%.^ 
Indiana  law  in  1912  (Section  1641, 
First  Revised  Statutes)  stated  that 
the  dealer  who  sells  to  a child 
under  16  any  kind  of  tobacco  may 
be  prosecuted  for  his  act.  Today, 
some  84  years  later,  the  magnitude 
of  adolescent  and  teen  use  of 
tobacco  products  is  similar  to  1912, 
and  yet  children  today  can  buy 
tobacco  illegally  approximately 
80%  of  the  time. 

Elsewhere  in  this  issue  of 
Indiana  Medicine  (see  page  132), 
data  are  presented  that  indicate 
widespread  public  support  for 
legislative  restrictions  on  youth 
access  to  tobacco  and  for  increases 
in  tobacco  excise  taxes.  The  public 
is  becoming  aware  of  recent 


alarming  data  that  show  increased 
use  of  tobacco  products  by  adoles- 
cents and  teenagers.^  Unfortu- 
nately, most  states  are  unable  to 
mount  serious  tobacco  control 
legislative  initiatives  because  of 
lack  of  expertise  and  funding.  The 
tobacco  mdustry  is  remarkably 
well-funded  and  organized  to 
either  squelch  proposed  tobacco 
control  legislation  or  initiate 
legislation  favorable  to  tobacco 
interests.  Several  states,  however, 
including  Florida,  Mississippi, 
Minnesota  and  Massachusetts, 
have  developed  bold  and  innova- 
tive legal  tobacco  control  strate- 
gies.^ Recently,  the  National 
Cancer  Institute  awarded  a 
$950,000  grant  to  Northeastern 
University  School  of  Law  and  the 
Tobacco  Control  Resource  Center 
Inc.  to  develop  effective  legal 
strategies  in  support  of  tobacco 
control  interests  of  states,  munici- 
palities and  private  parties.^  These 
efforts  may  provide  the  necessary 
legal  tools  to  address  the  over- 
whelming public  mandate  for 
restrictions  on  youth  access  to 
tobacco  products. 

Legislative  efforts  would  also 
be  enhanced  by  grass-roots 
coalitions  of  private  and  public 
organizations.  In  Indiana,  for 
example,  organizations  including 
the  Indiana  State  Medical  Associa- 
tion; the  Indiana  Hospital  Associa- 
tion; public  and  private  universi- 
ties and  colleges;  voluntary  health 
organizations  such  as  the  Ameri- 
can Lung  Association  of  Indiana, 
Indiana  chapters  of  American 
Heart  Association  and  American 
Cancer  Society;  the  Indiana  State 
Health  Department  including 
Project  ASSIST;  the  Indianapolis 
Alliance  for  Health  Promotion; 
Indiana  Chamber  of  Commerce; 
local  and  state  government; 


citizens  groups;  and  local  law 
enforcement  agencies,  all  must 
come  together  and  coordinate 
effective  tobacco  control  education 
and  legislative  initiatives.  The 
health  and  future  of  the  youth  of 
Indiana  depend  upon  our  resolve 
to  address  this  critical  public 
health  problem.  □ 

Mr.  Caparo  is  smoking,  environ- 
mental and  legislative  activities 
manager  for  the  American  Lung 
Association  of  Indiana.  Dr.  Jay  is 
professor  of  medicine  and  assistant 
dean  for  continuing  medical  education 
at  the  Indiana  University  School  of 
Medicine. 
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Explore 


Leonardo  da  Vinci  did  — everything  from 
flight  to  anatomy  — expanding  his  knowl- 
edge and  potential.  Think  what  he  might 
have  accomplished  in  today’s  world  of 
high  technology. 


If  you’re  a Family  Practitioner, 
Physician  Assistant,  or  Physical 
Therapist,  explore  the  high-tech 
world  of  Air  Force  medicine  — a 
world  where  professionals  work 
hand-in-hand  giving  patients  the 
best  care  possible  without  concern 
for  the  patient’s  ability  to  pay. 

You’ll  enter  a ready-made  practice 
with  none  of  the  start-up  and  profes 
sional  liability  insurance  expenses. 


the  opportunities. 


Y ou  can  explore  opportunities  for  advanced 
education  to  keep  you  abreast  of  new 
ideas  in  your  field. 

And  chances  are  good  you’ll  have 
more  time  to  spend  with  family 
and  friends,  or  to  pursue  a hobby. 
Plus,  there  are  opportunities  for 
you  to  explore  other  countries 
and  cultures.  You’ll  also  have 
the  prestige  of  being  an  Air 
Force  officer  and  the  pride  of 
serving  your  country. 

For  more  information,  call 
1 -800-423-US  AF.  Or  send  your  CV 
to  HQ  US AFRS/RSH,  Randolph  AFB 
TX  78150-5421. 


AIM  HIGH 


I. 


Although  cancer  is  a very  grown-up  disease, 
thousands  of  children  like  Adam  learn  all  about  it 
each  year  when  they're  diagnosed  with  one  of  its 
deadly  forms. 

But  these  children  have  a fighting  chance  because 
of  life-saving  research  and  treatments  developed  at 
St.  Jude  Children's  Research  Hospital.  To  learn 
more  about  the  work  doctors  and  scientists  are  doing 
at  St.  Jude  and  how  you  can  help,  call: 

1-800-877-5833, 

ST,  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 
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Ethical  responsibilities 
of  physicians  in 
_ tobacco  control 


Margaret  Gaffney,  M.D. 
Indianapolis 

T" obacco  has  been  much  in 
the  news  recently.  In  mid-July 
1995,  the  American  Medical 
Association  reported  that  internal 
documents  from  Brown  and 
Williamson  Tobacco  Corporation 
""offer  detailed  and  damning 
evidence'  that  the  industry  cov- 
ered up  the  addictive  and  cancer- 
causing  impact  of  cigarettes  for 
three  decades."'  On  Aug.  10, 1995, 
President  Bill  Clinton  declared 
smoking  to  be  a "pediatric  dis- 
ease" and  announced  his  intention 
to  allow  the  Food  and  Drug 
Administration  (FDA)  to  regulate 
tobacco  in  an  attempt  to  protect 
children  from  nicotine  addiction. 
That  same  day  several  major 
cigarette  manufacturers  responded 
by  filing  suit  against  the  FDA, 
claiming  the  agency  lacks  proper 
authority  to  regulate  tobacco.^  On 
Oct.  19, 1995,  R.J.  Reynolds  To- 
bacco Company  placed  a promi- 
nent ad  m the  Washington  Post  and 
The  New  York  Times  newspapers 
that  rejected  the  proposal  to  curb 
teen  smoking  through  FDA 
regulations,  citing  the  fact  that  all 
50  states  already  forbid  tobacco 
sales  to  minors.^  Several  times  each 
week  the  network  nightly  news 
carries  some  bit  of  information  on 
this  "war"  regarding  tobacco; 
medical  journals  and  the  popular 
press  frequently  contribute  to  the 
debate. 

Tobacco  is  under  siege  in  the 
United  States  and  for  clear  and 
convincing  reasons.  Despite 
tobacco  industry  vague  claims  to 
the  contrary,  the  following  facts 
are  well  established.  Smoking  is 


responsible  for  90%  of  limg 
cancers  m men  and  79%  in  fe- 
males, with  an  overall  rate  of  87%.^ 
In  1987,  lung  cancer  achieved  the 
dubious  distinction  of  surpassing 
breast  cancer  as  the  number  one 
cause  of  cancer-related  death  in 
women.^  Smoking  accounts  for 
30%  of  all  cancer  deaths,  and  for 
nearly  one-in-five  of  all  deaths  in 
the  United  States.  The  American 
Cancer  Society  estimates  that 
smoking  is  related  to  about  419,000 
deaths  in  the  United  States  each 
year;  the  World  Health  Organiza- 
tion estimates  that  about  three 
million  people  worldwide  die  each 
year  because  of  smoking-related 
illness.  In  addition  to  lung  cancer, 
tobacco  use  is  closely  associated 
with  cancer  of  the  mouth,  larynx, 
pharynx,  esophagus,  pancreas, 
cervix,  kidney  and  bladder.^ 

The  litany  of  ills  related  to 
tobacco  is  not  limited  to  cancer. 
Smoking  also  is  responsible  for 
80%  of  chronic  limg  disease, 
including  emphysema,  a major 
cause  of  suffering  and  death.^ 
Smoking  accelerates  atheroscle- 
rotic plaque  development  in 
arteries  and  greatly  contributes  to 
heart  disease  and  stroke.  The 
American  Heart  Association 
estimates  that  nearly  one-fifth  of 
deaths  due  to  cardiovascular 
disease  are  attributable  to  smok- 
ing. A smoker's  risk  of  heart  attack 
is  more  than  twice  that  of  a non- 
smoker's,  and  his/her  risk  of 
sudden  cardiac  death  is  two  to 
four  times  greater  than  a 
nonsmoker's.®  Smoking  also 
increases  a person's  risk  of  periph- 
eral vascular  disease,  especially 
when  coupled  with  other  health 
problems,  such  as  diabetes. 

In  the  face  of  such  overwhelm- 


ing evidence  of  the  devastating 
consequences  of  smoking  and 
smokeless  tobacco  use,  what 
should  be  a physician's  response, 
to  individual  patients  and  to 
society,  with  respect  to  public 
policy? 

Traditionally,  the  physician 
occupies  the  roles  of  healer  and 
teacher.  Indeed,  the  word  "doctor" 
means  to  teach,  presumably  first 
the  patient  at  hand,  and  then 
perhaps  students,  colleagues  and 
others.  The  doctor's  duty  is  to 
learn  the  truth  (facts)  about  the 
medical  condition,  the  diagnosis, 
prognosis  and  therapeutic  options, 
and  to  communicate  these  to  the 
patient.  This  professional  obliga- 
tion reflects  the  moral  principle  of 
beneficence:  to  do  or  promote 
good,  to  prevent  harm.  This 
positive  obligation  is  often  coupled  i 
with  an  even  more  stringent 
injunction,  that  is  to  "do  no  harm," 
the  principle  of  nonmaleficence. 
Until  30  years  or  so  ago,  physicians 
were  quite  comfortable  making 
decisions  based  primarily  on  their 
own  notions  of  what  was  in  the 
patients'  best  interests,  and  the 
paternalistic  model  of  medical  care 
prevailed. 

The  doctor's  knowledge,  skills 
and  desire  to  do  what  is  best  for 
the  patient  are  balanced  by  the 
patient's  own  wishes.  The  prin- 
ciple of  autonomy,  or  right  of 
self-determination,  was  first 
articulated  by  Justice  Benjamin 
Cardoza  in  1914  with  the  words, 
"Every  human  being  of  adult  years 
and  sound  mind  has  a right  to 
determine  what  shall  be  done  with 
his  own  body."^  Robert  Veatch  of 
the  Kennedy  Institute  of  Ethics  has 
written  much  about  the 
patient-physician  relationship  and 
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medical  ethics.  He  describes 
autonomy  as  a "...  negative  right, 
or  a liberty  right.  It  generates  a 
right  of  noninterference. Put 
another  way,  autonomy  respects 
the  rights  of  adults  who  are 
competent  ("of  sound  mind")  to 
"...  formulate  their  own  plans 
without  interference  from  oth- 
ers."^^  And  in  the  context  of 
medicine,  autonomy  recognizes 
patients  as  moral  agents,  free  to 
accept  or  reject  medical  therapy  or 
advice. 

Autonomy  has  gained 
ascendance  as  a moral  principle  in 
the  past  25  years,  and  for  the  most 
part  autonomy  has  become  a 
trump  card  of  sorts,  medically  and 
morally.  Courts  have  supported 
this  pattern;  indeed,  it  is  difficult 
to  imagine  many  scenarios  now  in 
which  physician  beneficence 
would  take  precedence  over  a 
patient's  autonomy.  This,  it  seems, 
is  the  heart  of  the  matter,  the 
situation  in  which  an  autonomous 
patient  who  is  engaged  in  any 
risky  behavior  such  as  smoking, 
sky  diving,  auto  racing,  overeating 
or  sunbathing,  presents  himself  to 
the  doctor  who  is  morally  and 
professionally  committed  to 
benefiting  that  patient. 

A third  principle  - the  prin- 
ciple of  justice  - needs  consider- 
ation also.  Broadly  speaking, 
justice  is  concerned  with  what  is 
due  or  owed  to  others,  including 
the  patient,  and  what  would  be  a 
fair  distribution  of  burdens  and 
benefits.  Discussions  of  "justice" 
often  involve  money,  resource 
allocation,  insurance  coverage  and 
the  like.  In  the  context  of  patients 
who  are  involved  in  risk-taking 
behavior,  the  notion  that  an 
autonomous  patient  should  bear 
the  cost,  financial  as  well  as 
physical,  of  a "freely  chosen" 


behavior  is  reflected  in  many 
insurance  rating  policies  as  well  as 
other  public  policy  suggestions. 

Notions  of  justice  must  also 
acknowledge  that  certain  groups 
suffer  more  profoundly  the  effects 
of  tobacco  use  than  do  other 
groups.  Specifically,  African- 
American  men  have  a higher 
mortality  rate  and  lower  five-year 
survival  rate  for  lung  cancer  than 
do  white  men  and  aU  women.*^ 
Within  the  patient-physician 
relationship,  justice  requires  that 
the  physician  be  knowledgeable 
about  the  patient  and  his  life,  his 
behaviors  whether  healthy  or  not, 
freely  chosen  or  otherwise.  The 
physician  must  clearly  and  com- 
pellingly  inform  the  patient  of  the 
risks  and  logically  expected 
outcomes  of  whatever  the  unwise 
activity  (habit)  is.  In  addition,  the 
physician  should  offer  advice, 
support  and  referral,  if  necessary, 
to  help  the  patient  alter  the  behav- 
ior. 

Some  might  argue  that  a 
physician,  perhaps  in  order  to 
underscore  the  seriousness  of  the 
risk,  might  refuse  to  treat  or  to 
continue  to  treat  a patient.  For 
example,  a dermatologist  may  feel 
that  it  is  appropriate  to  discharge  a 
simbathing  patient,  or  an  internist 
may  fire  a patient  who  is  a recalci- 
trant alcoholic.  There  are  many 
other  examples,  a few  of  which 
may  be  understandable.  But 
putting  aside  legitimate  questions 
of  what  constitutes  truly  "free 
choice,"  refusing  to  treat  such  a 
patient  seems  at  worst  to  reject  the 
notion  of  respect  for  persons,  and 
at  the  least  to  break  faith  with  the 
patient,  to  diminish  the  fiduciary 
relationship  between  patient  and 
physician.  And  it  is  hard  to  see 
how  withdrawal  by  a physician 
from  the  care  of  that  patient  could 


benefit  the  patient,  the  insurance 
pool  or  any  other  segment  of 
society. 

There  are  some  important 
limitations  on  personal  autonomy 
and  on  the  physician's  duty  to 
respect  it;  considering  justice 
issues  helps  illuminate  these.  One 
person's  autonomy  and  personal 
pursuit  of  life  plans  ought  not 
harm  or  injure  another's  life  or 
health.  Specifically,  in  view  of  the 
harm  cigarette  smoke  may  do  to  a 
nonsmoking  child  or  fetus,  a 
physician  has  a more  stringent 
obligation  to  educate  and  counsel 
a patient  to  quit  smoking.  The 
same  sort  of  risks  exist  for  non- 
smoking spouses  or  partners, 
office  workers,  even  passers-by  on 
the  street.  But,  if  the  latter  are 
adults,  they  are  free  to  make  their 
own  choices.  Children  are  not,  and 
thus  physicians  have  an  increased 
obligation  to  protect  them,  that  is, 
to  act  patemalistically.  That  being 
said,  it  does  not  follow  that  a 
physician  should  refuse  to  care  for 
the  patient. 

Neither  physicians,  loving 
family  members,  insurance  rates, 
non-smoking  airplanes,  restau- 
rants, offices  or  other  public  health 
measures  can  force  an  individual 
to  change  his/her  behavior.  There 
is  evidence,  however,  that  some 
public  policies  and  opinions  may 
influence  habits,  reflected  by  the 
fact  that  per  capita  cigarette 
consumption  decreased  37%  from 
1973-1992  in  the  United  States. 
And  a recent  article  in  the  Archives 
of  Internal  Medicine  entitled,  "An 
Analysis  of  the  Effectiveness  of 
Interventions  Intended  to  Help 
People  Stop  Smoking,"  concluded 
with  a strong  statement  of  advice 
to  physicians:  "Clinicians  should 
take  the  time  to  give  a brief  period 
of  advice  on  quitting  smoking  to 
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all  their  patients  who  smoke.  In 
terms  of  saving  lives,  such  advice 
constitutes  a cost  effective  use  of 
their  time.  Additional  encourage- 
ment, and  support  through  the 
early  stages  after  stopping  smok- 
ing, improve  the  likelihood  of 
success  on  average  One  could 
argue  from  a purely  practical 
standpoint,  as  well  as  from  a 
nonconsequentialist  perspective 
(autonomy  and  justice),  that  a 
physician  ought  to  use  every 
patient  visit  as  an  opportunity  to 
educate,  cajole,  support  and  fully 
care  for  a patient  who  is  smoking 
or  engaging  in  some  other  risky 
behavior. 

In  conclusion,  physicians  who 
care  for  patients  who  smoke  or 
engage  in  other  seriously  risky 
behaviors  face  a difficult  dilemma: 
how  to  respect  the  individual's 
choice  while  at  the  same  time 
fulfill  one's  professional  responsi- 
bility to  the  patient.  Balancing 


respect  for  the  person's  autonomy 
with  the  desire  to  prevent  the 
harm  inherent  in  tobacco  use 
requires  patience,  insight  and 
wisdom.  Consideration  of  issues  of 
justice,  not  only  for  the  patient  but 
also  for  others,  may  help  guide  the 
physician  in  the  relationship  with 
the  patient.  The  physician  is 
obligated  to  provide  the  patient 
with  the  best  possible  information 
regarding  the  behavior  at  issue, 
and  faithfully  to  encourage  and 
support  the  patient  as  he/ she 
struggles  to  change  the  behavior  or 
to  live  with  the  consequences.  □ 
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Tobacco  curriculum  for 
medical  students,  residents 
.and  practicing  physicians. 


Jean  L.  Kristeller,  Ph.D. 
Judith  K.  Ockene,  Ph.D. 


»J/moking  is  the  primary 
cause  of  premature  morbidity  and 
mortality  in  the  United  States 
today.  Other  types  of  tobacco 
exposure,  including  chewed 
tobacco  and  passive  smoking,  also 
account  for  significant  risk. 

From  a public  health  perspec- 
tive, advice  from  physicians  is  one 
of  the  most  potent  messages  that 
encourages  smokers  to  quit.  While 
intensive  smoking  treatment 
programs  have  higher  success, 
only  about  10%  of  smokers  ever 
attend  them,  while  70%  of  smokers 
see  a physician  annually.  How- 
ever, surveys  show  that  generally 
fewer  than  60%  of  patients  report 
"ever"  being  told  by  a physician  to 
stop  smoking.  It  has  been  15  years 
since  formal  recommendations 
were  made  by  the  AMA  that 
physicians  routinely  address 
smoking  with  their  patients.^ 
According  to  a recent  national 
survey,^  70%  of  internists  in 
practice  believe  that  counseling 
about  smoking  was  "worth"  a 
separate  office  visit,  yet  about  the 
same  number  stated  they  "never" 
made  such  appointments.  Most 
physicians  reported  feeling 
frustrated  and  ineffective  in 
addressing  smoking  when  they  do 
so  at  regular  visits.  But  even 
among  primary  care  patients,  exit 
surveys  suggest  that  only  20%  to 
40%  of  smokers  are  asked  about 
smoking  on  a regular  basis. 

It  is  time  for  this  pattern  to 
change.  Simple,  highly  effective 
techniques  are  now  available  for 
physicians  to  use  in  smoking 
intervention,  but  adequate  training 
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Abstract 

Smoking  and  other  tobacco  exposure  have  been  recog- 
nized for  several  decades  as  the  most  significant  preventable 
factors  in  premature  morbidity  and  mortality.  Most  physicians 
believe  they  should  address  the  issue  of  tobacco  intake  with 
their  patients  but  are  rarely  provided  with  adequate  training  or 
support  to  do  so  effectively.  Recent  research  identifies  several 
ways  in  which  physicians  can  have  substantial  impact  on 
patient  smoking  rates,  by  use  of  very  brief  patient-centered 
counseling  and  by  prescribing  nicotine  replacement  therapies. 

This  paper  describes  a model  curriculum  for  medical  students, 
residents,  medical  faculty  and  community  physicians  that  can 
be  integrated  into  current  training  and  teaching  practices.  The 
goal  is  to  create  a "preventive"  intervention  perspective  to 
smoking  that  is  effective,  practical,  efficacious  and 
cost-effective.  □ 
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is  important.  This  training  must  be 
provided  starting  in  medical 
school  and  then  be  supported  by 
creating  a "culture  of  prevention." 
Adequate  training  must  include 
training  in  how  to  implement 
intervention,  not  just  information 
regarding  the  adverse  health 
effects  of  smoking. 

The  effectiveness  of 
physician  intervention 
Physicians  often  report  feeling 
ineffective  in  helping  patients  to 
stop  smoking.  However,  multiple 
studies  show  that  physician  input 
can  increase  long-term  quit  rates  in 
a general  patient  population  up  to 
almost  20%,  an  8-  to  10-fold 
increase  over  people  trying  to  quit 
completely  "on  their  own"  and  a 
statistic  of  tremendous  public 
health  significance.  While  a quit 
rate  of  20%  may  still  seem  low, 
stopping  smoking  is  a very  per- 
sonal decision  and  is  often  a long- 
term process.  Even  the  most 


intensive  group  smoking  pro- 
grams rarely  show  long-term  quit 
rates  over  40%  - and  that  is  with 
highly  motivated  smokers.  There- 
fore, physicians  need  to  keep 
realistic  expectations  of  what  is 
achievable. 

Extensive  research  supports 
the  effectiveness  of  physician 
intervention.^'^  Simply  advising 
patients  to  quit  will  increase  the 
natural  quit  rate  from  about  2%  to 
4%-6%.  Providing  self-help 
materials  increases  this  rate 
further;  planning  a follow-up  visit 
is  even  more  effective,  perhaps 
because  it  conveys  the  seriousness 
of  the  physician  regarding  the 
issue.  Randomized  clinical  trials, 
many  funded  by  the  National 
Cancer  Institute,'*  testing  more 
comprehensive  interventions 
including  brief  behavioral  counsel- 
ing and  nicotine  replacement 
therapy  (NRT),  showed  extended 
abstinent  rates  of  10%  or  more, 
with  up  to  20%-30%  quit  rates  for 
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motivated  smokers  who  returned 
for  follow-up  visits  and  made 
extended  use  of  NRT. 

NRT,  including  the  nicotine 
patch  and  nicotine  gum,  has  been 
shown  to  be  effective  in  multiple 
studies,  but  is  another  tool  cur- 
rently underutilized  by  physicians. 
Evidence  is  strong  that  these 
products  help  substantially  in  the 
initial  phases  of  quitting.  Smoking 
entails  both  physiological  depen- 
dency and  psychological  depen- 
dency. Even  lighter  smokers  (one- 
half  to  one  pack/day)  benefit  from 
NRT  for  the  addictive  aspects  of 
smoking,  while  they  learn  new 
habits  necessary  to  become  "non- 
smokers."  NRT  treats  the  physi- 
ological dependency;  when 
combined  with  brief  counseling, 
self-help  materials  and  follow-up, 
the  psychological  dependency  is 
also  addressed. 

Is  smoking  intervention 
cost-effective  for  physicians  to 
provide?  In  fact,  when  compared 
to  other  health  care  expenditures, 
smoking  intervention  is  highly 
cost-effective.^'^  Computer  models 
suggest  that  even  the  briefest 
physician  counseling  - one  result- 
ing in  an  increase  of  extended  quit 
rates  of  under  3%  - saves  almost 
$4  in  health  care  costs  per  dollar 
spent,  while  smoking  intervention 
with  hospitalized  patients  may 
save  more  than  $70  per  dollar 
spent.  Smoking  intervention  is 
thus  one  of  the  most  effective  uses 
of  preventive  health  care  dollars. 

Training  for  effective 
physician-delivered  smoking 
intervention 

The  long-term  goal  of  training  m 
smoking  intervention  is  to  estab- 
lish both  the  necessary  attitudes 
and  the  skiUs  among  physicians,  so 
that  all  patients  who  smoke  are 


virtually  ensured  of  receiving 
appropriate  smoking  intervention. 
Attitudes  about  the  risk  associated 
with  smoking  have  changed 
considerably;  however,  belief  that 
physicians  could  and  should  play 
a role  in  smoking  intervention  lags 
behind.  One  reason  may  be  that 
skills  to  provide  such  intervention 
are  still  not  being  systematically 
taught  to  physicians.  Such  skills 
include  how  to  counsel  smokers, 
as  well  as  how  to  set  up  an  office 
system  which  reminds  and  sup- 
ports the  physician  to  do  so.  the 
goal  is  for  intervention  to  become 
part  of  standard  practice  and  be 
implemented  in  the  same  system- 
atic and  thorough  manner  as 
hypertension  management  is 
currently. 

To  achieve  this,  training  needs 
to  start  m medical  school  and  be 
continued  and  reinforced  up 
through  post-graduate  and  con- 
tinuing medical  education.  There- 
fore, attending  physicians  and 
preceptors  with  whom  medical 
students  and  residents  interact 
must  also  value  smoking  interven- 
tion, or  the  impact  of  teaching 
medical  students  may  be  lost. 
Staying  abreast  of  advances  in 
smoking  intervention  also  needs  to 
be  established  as  a high  priority 
with  state  medical  boards,  medical 
associations  and  medical  benefit 
agents. 

The  fundamental  components 
of  a tobacco  curriculum  address 
four  areas  of  competency: 

1.  knowledge  of  the  health  risks 
of  smoking  and  benefits  of 
quitting; 

2.  knowledge  of  tobacco  use  as  a 
complex  biopsychosocial 
phenomenon; 

3.  skills  in  providing  counseling 
intervention;  and 

4.  setting  up  an  office  system 


and/ or  team  to  facilitate 

intervention. 

Much  of  the  teaching  in  these 
elements  can  be  incorporated  into 
already  existing  training  struc- 
tures. More  focused  and  intensive 
training  can  generally  be  accom- 
plished in  2 1 / 2 to  3 hours,  and 
then  reinforced  during  regular 
clinical  precepting. 

Medical  students  - A recent 
survey  conducted  by  the  AMA^ 
showed  that  while  smoking  is 
addressed  as  part  of  a required 
course  by  57%  of  medical  schools, 
it  is  rarely  emphasized.  When  it  is  ; 
addressed,  it  has  been  primarily  as 
a major  health  risk  for  such 
diseases  as  lung  cancer,  pulmo- 
nary disease  and  coronary  vascu- 
lar disease.  Even  here,  it  may  be 
underemphasized;  the  Cancer 
Education  Survey^  of  U.S.  medical 
schools  reported  that  prevention 
and  cessation  of  smoking  was  the 
least  likely  cancer  prevention 
lecture  topic  to  be  offered.  The 
importance  of  smoking  as  a risk 
factor  for  other  diseases,  including 
diabetes,  stroke  and  peptic  ulcer, 
or  in  obstetric  or  surgical  care,  is 
even  less  likely  to  receive  atten- 
tion. The  health  benefits  of  quitting , 
also  are  not  well  reviewed.  Much 
less  common  is  training  that 
addresses  nicotine  as  an  addictive 
substance  or  tobacco  use  as  a 
complex  psychosocial  behavior. 
Einally,  formal  training  in  how  to 
address  smoking  clinically,  other 
than  to  identify  tobacco  use  status, 
is  usually  not  provided.  Barriers  to 
such  training  may  be  the  competi- 
tion for  time  from  other  courses 
and  limited  patient  access  during 
the  first  two  years. 

Information  regarding  tobacco 
and  smoking  as  significant  medical 
risks  can  be  integrated  into  a wide 
range  of  the  medical  courses. 

^ 
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Table  1 


Example  of  patient-centered  counseling 


Basic  health  advice:  "\  notice  that  you  are  a cigarette  smoker.  Smoking  is  harmful  to  your  health.  In  many 
cases,  the  harmful  effects  of  smoking  can  be  reversed.  As  your  doctor,  I must  advise  you  to  stop  smoking." 
(Personalize  to  patient's  medical  condition.) 

Motivation  to  stop  smoking 

/ How  do  you  feel  about  being  a cigarette  smoker? 

/ Have  you  thought  about  stopping? 

/ What  reasons  would  you  have  for  stopping? 

/ What  do  you  understand  about  your  health  reasons  to  stop  smoking? 

/ What  do  you  like  about  smoking?  (Important  question  for  a committed  smoker.) 

Past  experience  with  stopping  smoking 

/ Have  you  ever  stopped  smoking? 

Yes  No 

^ When  was  the  last  time?  ^ Have  you  made  any  other  changes? 

^ How  did  you  stop?  ^ When?  Any  problems? 

^ Any  problems? 

^ What  helped  you? 

^ How  did  you  feel? 

Anticipated  problems  with  stopping 

/ What  would  be  possible  problems  or  barriers  to  stopping? 

/ Assess  appropriateness  for  nicotine  replacement  therapy  (NRT). 

Possible  resources  or  solutions 

/ What  could  you  do  to  help  with  these  problems?  (Assess  willingness  to  use  NRT.) 

Developing  a plan 

/ Would  you  be  willing  to  develop  a plan  to  stop  smoking? 


Yes 


No 


^ Provide  written  agreement  with  quit  data. 

^ Provide  prescription  for  NRT  if  appropriate. 

Review  factors  that  may  interfere  with  plan. 

Schedule  return  visit/phone  contact  in  one  to  two  weeks. 
^ Provide  follow-up  as  indicated. 


■5k  Would  you  be  willing  to  cut 


down  on  your  smoking? 

^ If  yes,  make  written  agreement. 
^ Provide  self-help  material. 


y 


i modes  of  presenting  case  models. 
While  a "smoking  case"  is  impor- 
tant for  demonstrating  an  inter- 


Smoking  as  a risk  behavior  can  be 
readily  introduced  into 


problem-based  learning  or  other 


vention  model,  all  medical  cases  be  addressed  in  behavioral  science 

should  establish  smoking  status;  teaching,  where  it  provides  a good 

the  proportion  of  current  smokers  model  for  introducing  processes  of 
among  these  cases  should  then  addiction,  socially-influenced 


reflect  actual  prevalence  (about  health  behavior,  and  the  role  of 

29%  in  Indiana).  Smoking  can  also  motivation  in  behavior  change. 
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Smoking  also  provides  a good 
model  for  brief  patient-centered 
counseling  for  all  preventive 
behavioral  issues  and  for  some 
milder  psychiatric  problems. 

While  various  models  exist/ 
one  successful  approach,  devel- 
oped at  the  University  of  Massa- 
chusetts Medical  School  as  part  of 
an  NHLBI  Preventive  Cardiology 
Academic  Award  (PCAA)  pro- 
gram,® starts  by  including  smoking 
as  part  of  a personal  risk  factor 
screening  assessment  upon  entry 
to  medical  school.  The  class  risk 
profile  is  then  used  as  data  in 
clinical  correlation  sessions  in 
physiology,  biochemistry  and 
preventive  medicine.  First  year 
students  also  take  a Physician, 
Patient  and  Society  course  that 
includes  medical  interviewing, 
communication  skills  and  clinical 
problem  solving,  using  patient 
simulators,  small  groups  and 
role-playing.  This  course  explicitly 
addresses  the  role  of  physicians  as 
educators  and  the  medical  inter- 
view as  a vehicle  for  helping 
patients  to  alter  disease-related 
behaviors.  One  session  is  devoted 
to  practicing  the  patient-centered 
counseling  model  using  smoking 
as  the  focus.  In  parallel  to  this 
segment,  the  effects  of  smoking  on 
the  lungs  are  introduced  in  their 
physiology  course.  The  emphasis 
in  the  medical  interviewing 
component  is  on  the  patient,  using 
basic  and  time-efficient  coimseling 
skills  to  focus  the  interview, 
decrease  defensiveness,  increase 
motivation  and  provide  informa- 
tion specific  to  the  patient's  needs. 
When  counseling  is  presented  as  a 
style  of  interacting  with  the  patient 
and  as  a skill  that  can  be  learned, 
the  students  are  much  more 
receptive  to  engaging  in  this 
approach.^  Because  a brief  (five  to 
10  minutes)  model  for  counseling 


is  taught,  this  counteracts  the 
perception  that  such  counseling 
necessarily  entails  an  extended 
length  of  time.  Table  1 shows  the 
patient-centered  counseling 
protocol  that  is  taught,  which 
addresses  five  areas  (motivation, 
past  experience  with  stopping, 
anticipated  problems,  possible 
solution,  and  making  a plan). 
Second  year  medical  students 
participate  in  an  Epidemiology 
and  Preventive  Medicine  course 
that  further  emphasizes  the 
relationship  of  risk  factors  to 
disease  prevention  and  biological 
factors  as  only  one  aspect  of  a 
complex  biopsychosocial  environ- 
ment. 

During  the  third-  and  fourth- 
year  clerkships,  a special  emphasis 
is  placed  on  utilizing  the  medical 
student  to  address  behavioral  risk 
factors  during  both  inpatient  and 
outpatient  rotations.  Preceptors 
model  brief  office  and  bedside 
counseling  to  address  risk  factors, 
thereby  reinforcing  a 
prevention-oriented  medical 
culture.  During  the  fourth  year, 
students  also  may  participate  in 
electives  in  preventive  and  behav- 
ioral medicine,  cardiac  rehabilita- 
tion and  preventive  cardiology. 

Postgraduate  training  - Because 
smoking  intervention  is  not  yet 
well  integrated  into  usual  clinical 
practice,  residents  and  fellows  may 
receive  little  systematic  reinforce- 
ment or  modeling  to  address  this 
issue.  Other  barriers  include  an 
emphasis  on  technology  and 
intense  time  pressures  that  often 
characterize  residency  programs. 
Addressing  smoking  also  may  be 
compartmentalized  as  relevant 
only  to  primary  care  or  pulmonary 
medicine. 

As  in  medical  school,  address- 
ing tobacco  risks  and  smoking 
intervention  can  be  integrated  into 


other  training  components: 
attending  rounds,  morning  report, 
outpatient  chart  review,  grand 
rounds,  journal  clubs,  M&M 
conferences.  Since  residents  come 
from  a range  of  backgrounds, 
providing  specialized  training  at 
teaching  conferences  may  be 
necessary. 

The  patient-centered  counsel- 
ing protocol,  mentioned  above, 
was  first  developed  and  shown  to 
be  effective  at  the  University  of 
Massachusetts  Medical  School  as 
part  of  a randomized  clinical 
trial.^'^°  Primary  care  patients  who 
were  provided  brief  counseling 
and  prescription  of  NRT  by 
medical  residents  were  about  three 
times  more  likely  to  be  abstinent 
six  months  later  than  were  patients 
receiving  only  basic  advice  to  quit 
smoking.  With  10  years  of  experi- 
ence to  date,  a highly  successful 
structure  for  providing  traming  to 
residents  has  been  developed  and 
integrated  into  the  regular  curricu- 
lum. 

The  basic  components  are 
structured  to  accommodate 
residents  entering  with  a wide 
range  of  previous  knowledge.  Two 
one-hour  teaching  conferences  are 
scheduled,  which  all  incoming 
interns  are  required  to  attend,  to 
teach  the  basic  elements  of 
patient-centered  smoking  inter- 
vention, as  outlined  above  and  in 
Table  1.  Extra  sessions  accommo- 
date all  residents'  schedules. 
Role-playing  and  videotaping  of 
each  resident  are  used.  The 
residents  then  are  provided  with 
individual  20-minute  tutorial 
sessions  for  feedback  during  their 
clinic  tune,  with  extra  sessions  as 
needed.  This  training  has  been 
widely  accepted  by  residents;  it 
provides  specific  guidelines  for 
how  to  address  smoking  and 
increases  confidence  in  doing  so. 

J 
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'Furthermore,  all  faculty  in  general 
I , I medicine  and  family  medicine  also 
I jhave  participated  in  the  training, 
i either  with  new  groups  of  resi- 
dents or  in  special  training  ses- 
sions. As  more  experience  was 
gained,  specific  barriers  were 
identified  and  systematically 
: addressed,  as  outlined  in  Table  2. 

A similar  training  program 
developed  for  pediatric  residents 
at  the  University  of  North  Caro- 
lina^^  was  based  on  the  NCI 
Smoking  Cessation  Guide  (see 
Resource  List).  They  found  that 
those  residents  who  engaged  in 
role-playing  exercises  and  were 
taught  in  a clinic  setting  gained 
' more  benefit  than  residents  who 
attended  only  teaching  confer- 
; ences.  However,  ongoing  rein- 
forcement was  not  built  into  the 
trairdng,  and  patients'  reports  of 
having  received  intervention 
increased  only  marginally. 

Another  successful  model  for 
dissemmation  of  training  to 
residents  and  current  faculty 
involves  providing  intensive 
training  to  a few  core  faculty  who 
teach  this  to  fellow  faculty  and 
residents,  and  who  serve  as 
resources  in  developing  an  ongo- 
ing curriculum.^^ 

For  training  purposes,  com- 
mitment of  the  residency  director, 
outpatient  clinic  directors  and 
chief  residents  is  important.  As 
providing  smoking  intervention 
became  an  expected  part  of  clinical 
care,  faculty  involvement  at 
UMMS  also  increased,  and  provid- 
ing the  necessary  teaching  and 
precepting  became  a recognized 
and  valued  teaching  responsibility 
for  primary  care  and  behavioral 
medicine  faculty.  Institutional 
I involvement  on  the  part  of  staff  is 
; also  important  to  keep  supplies  of 
self-help  materials  available,  as  is 
support  in  approving  forms  that 


facilitate  tracking  of  patients  and 
serve  to  prompt  the  practitioner  to 
intervene.  In  the  future,  coordinat- 
ing smoking  intervention  efforts 
among  a team  of  professionals, 
initiated  by  the  physician,  but 


Barriers 

No  awareness  or  support  for 
training  program  from  directors. 


Competing  demands  for  faculty 
instructor's  time. 


Faculty  instructor  not  confident  in 
ability  to  carry  out  training. 


No  available  extra  time  for  training. 


Low  turnout  at  conferences. 


Difficulty  in  finding  time  to  assess 
students'  and  residents'  skills. 

V 


including  nurses  or  health  educa- 
tors, may  provide  the  most  effec- 
tive treatment.^ 

Community  physicians  - Practic- 
ing physicians  most  often  cite 
inadequate  time,  lack  of  compen- 


Suggestions 

Elicit  support  of  curriculum, 
residency  and  clinic  director/ 
department  chair  and  the  chief 
resident. 

Provide  information  and  set  up 
individual  meetings. 

Negotiate  with  department  chair 
for  this  training  as  a part  of 
teaching  responsibilities. 

Present  benefits  of  training  to  the 
institution,  department  and 
residents. 

Recommend  how  to  incorporate 
training  into  existing  curricu- 
lum. 

Consult  with  colleagues  in  other 
programs  with  experience  in 
risk-factor  counseling. 

Re-read  materials  and  role-play 
with  colleagues. 

Elicit  support  of  psychology  staff  to 
assist  with  training. 

Use  existing  training  conference 
time:  morning  report,  residents' 
teaching  conference,  grand 
rounds,  clinic  chart  review. 

Offer  food. 

Page  residents  on  day  of  program. 

Send  reminders  and  reinforce 
benefits  to  residents. 

Use  precepting  or  clinic  time,  case 
review  time  or  rounds. 

y 


Table  2 

Overcoming  training  barriers 
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sation  and  a general  sense  of 
ineffectiveness  as  reasons  to  not 
provide  smoking  intervention. 
Physicians  may  be  smokers 
themselves  or  fear  that  they  will 
lose  patients  if  they  address 
smoking.  Although  CME  work- 
shops on  smoking  intervention 
and  extensive  materials  published 
by  the  National  Institutes  of 
Health  are  increasingly  available, 
these  approaches  have  not  yet  had 
much  impact  on  physician  behav- 
ior. The  proportion  of  smokers 
who  receive  even  basic  interven- 
tion advice  from  physicians 
remains  low,  particularly  among 
patients  who  do  not  yet  have  a 
smoking-related  diagnosis.  Even  in 
family  practice  settings,  most 
physicians  consistently  address 
smoking  only  if  patients  have 
obvious  smoking-related  disease. 
Providing  intervention  to  hospital- 
ized smokers  is  much  less  com- 
mon. For  example,  a recent  study 
in  two  Indiana  hospitals  docu- 
mented very  little  use  of  NRT  and 
almost  no  provision  of  counseling. 

Providing  systematic  ad- 
vanced training  in  smoking 
intervention  to  community  physi- 
cians is  more  difficult  than  provid- 
ing training  within  the  medical 
school  environment.  Passive 
learning,  which  characterizes  most 
continuing  education  venues  such 
as  conferences,  seminars  or 
physician  education  materials,  is 
markedly  ineffective  in  changing 
behavior,  as  documented  in  a 
recent  review  of  CME  strategies. 
Office-based  training  using 
"academic  detailing,"  workshops 
that  involve  extensive  role-playing 
and  office  follow-up,  availability  of 
patient  education  materials  and 
reminders  produce  much  more 
effective  learning. 


Physicians  can  also  support 
efforts  within  their  local  practice 
community  by  linking  with  such 
voluntary  health  organizations  as 
the  American  Cancer  Society, 
American  Limg  Association  or  the 
American  Heart  Association; 
providing  workshops  themselves; 
lobbying  for  reimbursement  or 
HMO  coverage  for  providing 
intervention;  and  setting  guide- 
lines to  change  expectations  for 
smoking  intervention  within 
inpatient  settings.  □ 

Dr.  Kristeller  is  associate  profes- 
sor, Department  of  Psychology , 
Indiana  State  University,  Terre 
Haute,  and  adjunct  associate  profes- 
sor, Department  of  Psychiatry, 
Indiana  University.  Dr.  Ockene  is 
professor  and  head.  Division  of 
Preventive  and  Behavioral  Medicine, 
Department  of  Medicine,  University 
of  Massachusetts  Medical  School, 
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Glynn  TJ,  Manley  MW:  How  to  Help 
Your  Patients  Stop  Smoking  - A NCI  Manual 
for  Physicians.  Washington  DC;  USDHHS, 
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In  Patients  Over  65 

2.5  mg 

Starting 

Dose 


Hypertension  plus 
concomitant  disorders? 

First,  do  no  harm. 


PLENDIL-No  significant  adverse 
effect  on  many  parameters  of 
cardiac  function: 

- no  effect  on  cardiac  contractility* 

(no  negative  inotropic  effect). 

- no  effect  on  cardiac  conductivity.* 

- no  effect  on  cardiac  output.* 

PLENDIL  - Few  known  drug  interactions.^ 

PLENDIL  - More  than  1 billion  patient 
days  worldwide.^ 

The  most  common  unwanted  effects  are  peripheral 
edema  and  headache. 


24-hour  control 


Plendif 


* In  clinical  trials  in  hypertensive  patients  without  clinical  evidence  of  left 
ventricular  dysfunction,  no  symptoms  sussestive  of  a nesative  inotropic  effect 
were  noted;  however,  none  would  be  expected  in  this  population.  Althoush 
acute  hemodynamic  studies  in  a small  number  of  patients  with  NYHA  Class  II 
or  III  heart  failure  treated  with  felodipine  have  not  demonstrated  nesative 
inotropic  effects,  safety  in  patients  with  heart  failure  has  not  been  established, 
t See  PRECAUTIONS  section  of  full  Prescribins  Information. 

Please  see  brief  summary  of  Prescribins  Information  on  the  next  pase. 
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For  hypertensive  patients 
with  concomitant  disorders* 


24-hour  control 

Plendil' 

(felodipine)fmio%"'^ 


Selected  as  baseline  therapy  for 
The  HOT  Study^— a landmark  trial* 


Startins  dose:  5 ms  once  a day. 

2.5  ms  once  a day  for  patients  over  65 
or  those  with  liver  impairment. 

Most  commonly  dispensed  dose^: 

5 ms  once  a day. 

Recommended  dosage  range: 

2.5  ms  to  10  ms  once  a day. 

PLENDIL  should  be  swallowed  whole  and  not 
crushed  or  chewed. 
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BRIEF  SUMMARY 

PLENDIL®  (FELODIPINE)  EXTENDED-RELEASE  TABLETS 

Before  prescribing,  please  consult  full  Prescribing  Information. 

CONTRAINDICATIONS:  Hypersensitivity  to  this  product. 

PRECAUTIONS;  General:  Hypotension:  May  occasionally  precipitate  sig- 
nificant hypotension  and  rarely  syncope.  May  lead  to  reflex  tachycardia 
\«hich  in  susceptible  individuals  may  precipitate  angina  pectoris.  (See 
ADVERSE  REACTIONS.) 

Heart  Failure:  Although  acute  hemodynamic  studies  in  a small 
number  of  patients  with  NYHA  Class  II  or  III  heart  failure  treated  with 
telodipine  have  not  demonstrated  negative  inotropic  effects,  safety 
in  patients  with  heart  failure  has  not  been  established,  Caution 
therefore  should  be  exercised  when  using  PLENDIL*  in  patients  with 
heart  failure  or  compromised  ventricular  function,  particularly  in 
combination  with  a beta  blocker. 

Elderly  Patients  or  Patients  with  Impaired  Liver  Function:  Patients 
over  65  years  of  age  or  patients  with  impaired  liver  function  may  have 
elevated  plasma  concentrations  of  felodipine  and  may  respond  to 
lower  doses  of  PLENDIL,  therefore  a starting  dose  of  2.5  mg  once  a day 
is  recommended.  These  patients  should  have  their  blood  pressure 
monitored  closely  during  dosage  adjustment  of  PLENDIL,  (See  ()LINICAL 
PHARMACOLOGY  and  DOSAGE  AND  ADMINISTRATION  sections  of 
full  Prescribing  Information.) 

Peripheral  Edema:  Peripheral  edema,  generally  mild  and  not  associ- 
ated with  generalized  fluid  retention,  was  the  most  common  adverse 
event  in  the  clinical  trials.  The  incidence  of  peripheral  edema  was  both 
dose-  and  age-dependent.  Frequency  of  peripheral  edema  ranged  from 
about  10  percent  in  patients  under  50  years  of  age  taking  5 mg  daily 
to  about  30  percent  in  those  over  60  years  of  age  taking  20  mg  daily. 
This  adverse  effect  generally  occurs  within  2-3  weeks  of  the 
initiation  of  treatment. 

Information  for  Patients 

Take  PLENDIL  tablets  whole;  do  not  crush  or  chew.  Patients  should 
be  told  that  mild  gingival  hyperplasia  (gum  swelling)  has  been  report- 
ed, Good  dental  hygiene  decreases  its  incidence  and  severity. 

Drug  Interactions:  Beta-Blocking  Agents:  A pharmacokinetic  study  of 
felodipine  in  conjunction  with  metoprolol  demonstrated  no  significant 
effects  on  the  pharmacokinetics  of  felodipine.  The  AUC  and  Cmax  of 
metoprolol,  however,  were  increased  approximately  31  and  38 
percent,  respectively.  In  controlled  clinical  trials,  however,  beta  block- 
ers including  metoprolol  were  concurrently  administered  with  felodip- 
ine and  were  well  tolerated. 

Cimetidine:  In  healthy  subjects  pharmacokinetic  studies  showed  an 
approximately  50  percent  increase  in  the  area  under  the  plasma  con- 
centration time  curve  (AUC)  as  well  as  the  Cmax  of  felodipine  when 
given  concomitantly  with  cimetidine.  It  is  anticipated  that  a clini- 
cally significant  interaction  may  occur  in  some  hypertensive  patients. 
Therefore,  it  is  recommended  that  low  doses  of  PLENDIL  be  used  when 
given  concomitantly  with  cimetidine, 

Digoxin:  When  given  concomitantly  with  PLENDIL  the  pharmacoki- 
netics of  digoxin  in  patients  with  heart  failure  were  not  significantly 
altered. 

Anticonvulsants:  In  a pharmacokinetic  study,  maximum  plasma  con- 
centrations of  felodipine  were  considerably  lower  in  epileptic  patients  on 
long-term  anticonvulsant  therapy  (e.g,,  phenytoin,  carbamazepine,  or 
phenobarbital)  than  in  healthy  volunteers.  In  such  patients,  the  mean 
area  under  the  felodipine  plasma  concentration-time  curve  was  also 
reduced  to  approximately  six  percent  of  that  observed  in  healthy  volun- 
teers. Since  a clinically  significant  interaction  may  be  anticipated,  alter- 
native antihypertensive  therapy  should  be  considered  in  these  patients. 

Other  Concomitant  Therapy:  In  healthy  subjects  there  were  no 
clinically  significant  interactions  when  felodipine  was  given 
concomitantly  with  indomethacin  or  spironolactone. 

Interaction  with  Food:  See  CLINICAL  PHARMACOLOGY,  Pharmaco- 
kinetics and  Metabolism  section  of  full  Prescribing  Information. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 
In  a two-year  carcinogenicity  study  in  rats  fed  felodipine  at  doses  of 
7.7,  23.1  or  69.3  mg/kg/day  (up  to  28  times’  the  maximum  recom- 

*  Registered  trademark  of  Astra  AB. 

Based  on  patient  weight  of  50  kg 
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mended  human  dose  on  a m^m^  basis),  a dose-related  increase  in  the 
incidence  of  benign  interstitial  cell  tumors  of  fhe  testes  (Leydig  cell 
tumors)  was  observed  in  treated  male  rats.  These  tumors  were  not 
observed  in  a similar  study  in  mice  at  doses  up  to  138.6  mg/kg/day  (28 
times'  the  maximum  recommended  human  dose  on  a mg/m*  basis). 
Felodipine,  at  the  doses  employed  in  the  two-year  rat  study,  has 
been  shown  to  lower  testicular  testosterone  and  to  produce  a 
corresponding  increase  in  serum  luteinizing  hormone  in  rats.  The 
Leydig  cell  tumor  development  is  possibly  secondary  to  these  hormonal 
effects  which  have  not  been  observed  in  man. 

In  this  same  rat  study  a dose-related  increase  in  the  incidence  of 
focal  squamous  cell  hyperplasia  compared  to  control  was  observed  in 
the  esophageal  groove  of  male  and  female  rats  in  all  dose  groups.  No 
other  drug-related  esophageal  or  gastric  pathology  was  observed  in 
the  rats  or  with  chronic  administration  in  mice  and  dogs.  The  latter 
species,  like  man,  has  no  anatomical  structure  comparable  to  the 
esophageal  groove. 

Felodipine  was  not  carcinogenic  when  fed  to  mice  at  doses  of  up  to 
138.6  mg/kg/day  (28  times' the  maximum  recommended  human  dose 
on  a mg/m*  basis)  for  periods  of  up  to  80  weeks  in  males  and  99  weeks 
in  females. 

Felodipine  did  not  display  any  mutagenic  activity  in  vitro  in  the  Ames 
microbial  mutagenicity  test  or  in  the  mouse  lymphoma  forward  muta- 
tion assay.  No  clastogenic  potential  was  seen  in  vivo  in  the  mouse 
micronucleus  test  at  oral  doses  up  to  2500  mg/kg  (506  times*  the 
maximum  recommended  human  dose  on  a mg/m*  basis)  or  in  vitro  in 
a human  lymphocyte  chromosome  aberration  assay. 

A fertility  study  in  which  male  and  female  rats  were  administered 
doses  of  3.8, 9.6  or  26.9  mg/kg/day  showed  no  significant  effect  of 
felodipine  on  reproductive  performance. 

Pregnancy:  Pregnancy  Category  C 

There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  If  felodipine  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of 
fhe  potential  hazard  to  the  fetus,  possible  digital  anomalies  of  the 
infant,  and  the  potential  effects  of  felodipine  on  labor  and  delivery,  and 
on  the  mammary  glands  of  pregnant  females.  (See  FULL  PRESCRIB- 
ING INFORMATION.) 

Hursing  Mothers 

It  is  not  known  whether  this  drug  is  secreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  from  felodipine 
in  the  infant,  a decision  should  be  made  whether  to  discontinue 
nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS:  In  controlled  studies  in  the  United  States  and 
overseas  approximately  3000  patients  were  treated  with  felodipine  as 
either  the  extended-release  or  the  immediate-release  formulation. 

The  most  common  clinical  adverse  events  reported  with 
PLENDIL®  (Felodipine)  administered  as  monotherapy  at  the  recom- 
mended dosage  range  of  2.5  mg  to  10  mg  once  a day  were  peripheral 
edema  and  headache.  Peripheral  edema  was  generally  mild,  but  it 
was  age-  and  dose-related  and  resulted  in  discontinuation  of  therapy 
in  about  3 percent  of  the  enrolled  patients.  Discontinuation  of  therapy 
due  to  any  clinical  adverse  event  occurred  in  about  6 percent  of  the 
patients  receiving  PLENDIL,  principally  for  peripheral  edema, 
headache,  or  flushing. 

Adverse  events  that  occurred  with  an  incidence  of  1.5  percent  or 
greater  at  any  of  the  recommended  doses  of  2.5  mg  to  10  mg  once  a 
day  (PLENDIL,  N=861;  Placebo,  N=334),  without  regard  to  causality, 
are  compared  to  placebo  and  are  listed  by  dose  in  the  table  below. 
These  events  are  reported  from  controlled  clinical  trials  with  patients 
who  were  randomized  to  a fixed  dose  of  PLENDIL  or  titrated  from  an 
initial  dose  of  2.5  mg  or  5 mg  once  a day.  A dose  of  20  mg  once  a day 
has  been  evaluated  in  some  clinical  studies.  Although  the  antihyper- 
tensive effect  of  PLENDIL  is  increased  at  20  mg  once  a day,  there  is  a 
disproportionate  increase  in  adverse  events,  especially  those 
associated  with  vasodilatory  effects  (see  DOSAGE  AND  ADMINISTRATION). 


Percent  of  Patients  with  Adverse  Events  in  Controlled  Trials* 
of  PLENDIL  (N=861)  as  Monotherapy  without  Regard  to  Causality 
(Incidence  of  discontinuations  shown  in  parentheses) 


Body  System 
Adverse  Events 

Placebo 

N=334 

2.5  mg 
N=255 

5 mg 
N=581 

10  mg 
N=408 

Body  as  a Whole 

Peripheral  Edema 

3.3  (0.0) 

2.0  (0.0) 

8.8  (2.2) 

17.4  (2.5) 

Asthenia 

3.3  (0.0) 

3.9  (0.0) 

3.3  (0.0) 

2.2  (0.0) 

Warm  Sensation 

0.0  (0.0) 

0.0  (0.0) 

0.9  (0.2) 

1.5  (0.0) 

Cardiovascular 

Palpitation 

2.4  (0.0) 

0.4  (0.0) 

1.4  (0.3) 

2.5  (0.5) 

Digestive 

Nausea 

1.5  (0.9) 

1.2  (0.0) 

1.7  (0.3) 

1.0  (0.7) 

Dyspepsia 

1.2  (0.0) 

3.9  (0.0) 

0.7  (0.0) 

0.5  (0.0) 

Constipation 

0.9  (0.0) 

1.2  (0.0) 

0.3  (0.0) 

1.5  (0.2) 

Nervous 

Headache 

10.2  (0.9) 

10.6  (0.4) 

11.0  (1.7) 

14.7  (2.0) 

Dizziness 

2.7  (0.3) 

2.7  (0.0) 

3.6  (0.5) 

3.7  (0.5) 

Paresthesia 

1.5  (0.3) 

1.6  (0.0) 

1.2  (0.0) 

1.2  (0.2) 

Respiratory 
Upper  Respiratory 
Infection 

1.8  (0.0) 

3.9  (0.0) 

1.9  (0.0) 

0.7  (0.0) 

Cough 

0.3  (0.0) 

0.8  (0.0) 

1.2  (0.0) 

1.7  (0.0) 

Rhinorrhea 

0.0  (0.0) 

1.6  (0.0) 

0.2  (0.0) 

0.2  (0.0) 

Sneezing 

0.0  (0.0) 

1.6  (0.0) 

0.0  (0.0) 

0.0  (0.0) 

Skin 

Rash 

0.9  (0.0) 

2.0  (0.0) 

0.2  (0.0) 

0.2  (0.0) 

Flushing 

0.9  (0.3) 

3.9  (0.0) 

5.3  (0.7) 

6.9  (1.2) 

*Patients  in  titration  studies  may  have  been  exposed  to 

more  than 

one  dose  level  of  PLENDIL®  (Felodipine). 

Adverse  events  that  occurred  in  0.5  up  to  1.5  percent  of  patients  who 
received  PLENDIL  in  all  controlled  clinical  trials  at  the  recommended 
dosage  range  of  2.5  mg  to  10  mg  once  a day  and  serious  adverse  events 
that  occurred  at  a lower  rate  or  events  reported  during  marketing  experi- 
ence (those  lower  rate  events  are  in  italics)  are  listed  below.  These  events 
are  listed  in  order  of  decreasing  severity  within  each  category  and  the  rela- 
tionship of  these  events  to  administration  of  PLENDIL  is  uncertain:  Body  as 
a Whole:  Chest  pain,  facial  edema,  flu-like  illness;  Cardiovascular: 
Myocardial  infarction,  hypotension,  syncope,  angina  pectoris,  arrhythmia, 
tachycardia,  premature  beats;  Digestive:  Abdominal  pain,  diarrhea, 
vomiting,  dry  mouth,  flatulence,  acid  regurgitation;  Hematologic: 
Anemia;  Metabolic.-  ALT  (SGPT)  increased;  Musculoskeletal:  Arthralgia, 
back  pain,  leg  pain,  foot  pain,  muscle  cramps,  myalgia,  arm  pain,  knee 
pain,  hip  pain;  Hervous/Psychiatric:  Insomnia,  depression,  anxiety 
disorders,  irritability,  nervousness,  somnolence,  decreased  libido; 
Respiratory:  Dyspnea,  pharyngitis,  bronchitis,  influenza,  sinusitis, 
epistaxis,  respiratory  infection;  Skim  Contusion,  erythema,  urticaria; 
Special Senses:Vma\  disturbances;  (/rafenM  impotence,  urinary  fre- 
quency, urinary  urgency,  dysuria,  polyuria. 

Gingival  Hyperplasia:  Gingival  hyperplasia,  usually  mild,  occurred 
in  <0.5  percent  of  patients  in  controlled  studies.  This  conriition  may 
be  avoided  or  may  regress  with  improved  dental  hygiene.  (See 
PRECAUTIONS,  Information  for  Patients  secim. 

Clinical  Laboratory  Test  Findings 
Serum  Electrolytes:  No  significant  effects  on  serum  electrolytes  were 
observed  during  short-  and  long-term  therapy.  (See  CLINICAL  PHARMA- 
COLOGY, Renal/Endocrine  Effects secWon  of  full  Prescribing  Information.) 

Serum  Glucose:  No  significant  effects  on  fasting  serum  glucose  were 
observed  in  patients  treated  with  PLENDIL  in  the  U.S.  controlled  study. 

Liver  Enzymes:  One  of  two  episodes  of  elevated  serum  transaminases 
decreased  once  drug  was  discontinued  in  clinical  studies;  no  follow-up 
was  available  for  the  other  patient. 
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Abstract 


i I ^dost  of  US  are  influenced 
; i during  our  lifetime  by  the  behav- 
ior  of  others,  particularly  people 
y'  we  look  up  to.  These  role  model 
. effects  can  be  both  positive  and 
j|j  negative.  The  author  vividly 

* !i  remembers  the  impact  that  1950s 

r i movie  star  James  Dean  had  on  him 
I ■ during  his  impressionable  youth. 

I ■ His  red  nylon  jacket  in  "Rebel 
Without  a Cause,"  and  unfortu- 

* nately  the  cigarette,  temporarily 
'!  became  an  absolute  must.  In  the 

1990s,  the  next  generation  of 
smokers  is  probably  influenced  in 
i much  the  same  way  every  time 
i another  Indiana  idol,  rock  star 

(John  MeUencamp,  is  seen  in  an 
MTV  video  with  a cigarette 
I dangling  from  his  lips. 

Motorsports  also  produces 
j idols  and  heroes  that  young  people 
I look  up  to.  Many  of  these  drivers 
; competed  in  the  1992  75th  running 
s of  the  Indianapolis  500,  which  was 
a particularly  historic  race.  Mil- 
lions of  spectators  around  the 
world  witnessed  the  closest  finish 
ever,  with  A1  Unser  Jr.  beating 
Scott  Goodyear  by  .043  second. 
Those  same  race  fans  saw  the  first 
ever  tobacco  counter-promotion- 
sponsored  race  car  competing  at 
the  Indianapolis  Motor  Speedway. 
Driven  by  Indy  car  veteran 
Dominic  Dobson,  the  car  finished 
12th  (Figure  1),  ahead  of  the 
multi-million-dollar-sponsored 
Marlboro  cars  of  Rick  Mears  and 
Emerson  Fittipaldi. 

The  Indianapolis  500  is 
promoted  as  the  single  largest 
sporting  event  in  the  world.  More 


Most  children  ore  highly  impressionable  and  easily  influ- 
enced, particularly  by  people  they  admire.  Role  models  in  sports 
and  entertainment  who  publicly  use  or  commercially  promote 
tobacco  products  potentially  influence  children  to  do  the  same. 
Motorsports  events  are  saturated  with  tobacco  sponsorship.  We 
describe  the  counter-promotion  of  tobacco  at  the  famed 
Indianapolis  500  and  suggest  other  venues  to  continue  this 
"Tobacco  Free  America"  theme.  □ 


than  400,000  race  fans  attend,  and 
millions  of  others  watch  around 
the  globe.  The  winner  becomes  an 
instant  motorsports  celebrity,  and 
the  high  visibility  of  this  event 
makes  it  a premiere  race  for  the 
promotion  of  commercial  prod- 
ucts, including  cigarettes  and 
smokeless  tobacco. 

Tobacco  sponsorship  of 
televised  motorsports  circumvents 
federal  law  prohibiting  the  adver- 
tisement of  tobacco  products  on 
television  in  the  United  States.  The 
brand  names  and  logos  appear  on 
race  cars,  driver  uniforms  and 
helmets  and  on  signs  strategically 
positioned  in  frequent  view  of 
spectators  and  television  cameras. 
In  an  effort  to  counter  this,  the 
"Tobacco  Free  America" 
motorsports  promotion  was 
conceived  and  sponsored  by  the 
Head  & Neck  Cancer  Rehabilita- 
tion Institute,  an  Indianapolis- 
based  nonprofit  public  foundation; 
Methodist  Hospital  of  Indiana;  and 
the  national  physicians  group. 
Physicians  Ought  to  Care.  This 
tobacco  counter-promotion  was 
endorsed  by  the  national  board  of 
directors  of  the  American  Medical 
Association,  American  Cancer 
Society,  American  Lung  Associa- 


tion, American  Heart  Association  4 

and  the  American  Academy  of  5 

Otolaryngology-Head  and  Neck  1 

Surgery.  With  the  exception  of  a 5 

feature  article  in  the  American  J 

Medical  Nezvs,'^  this  first-time  effort  I 

unfortunately  received  minimal  | 

media  coverage  despite  national  , 

press  releases  by  the  endorsing 
institutions.  Probably  the  most 
enduring  anti-tobacco  message 
was  established  through  the  free 
full-size  poster  of  the  "Tobacco 
Free  America"  Indy  car  distributed 
to  125,000  Indianapolis  school 
children. 

In  1993,  the  program  was 
expanded  with  the  "Tobacco  Free 
America"  message  appearing  on 
the  Indy  car  of  veteran  driver  Scott 
Pruett  in  nationally  televised  races 
at  Portland,  Ore.;  Long  Beach, 

Calif.;  and  Indianapolis.  Pruett 
spoke  to  enthusiastic  audiences  at 
local  schools,  and  his  remarks 
were  well-covered  by  the  media.  A 
down-to-earth  Pruett,  casually 
dressed  in  blue  jeans,  described  his 
experiences  in  Indy  car  racing  and 
then  very  effectively  expressed  his 
message  that  "smoking  is  not  the 
cool  thing  to  do.  I have  gotten  to 
where  I am  in  racing  without 
smoking,  without  caving  in  to  peer 
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pressure  and  without  looking  up 
to  people  who  are  smoking."^ 

In  1994  and  1995,  the  "Tobacco 
Free  America"  motorsports 
message  was  continued  literally  on 
the  backs  of  three  young  go-cart 
racers  competing  throughout  the 
summer  in  the  nationally  televised 
"Saturday  Night  Lightning"  series 
on  ESPN  2 (Figure  2).  The  an- 
nouncers frequently  mentioned  the 
"tobacco  free"  or  "smoke  free"  cars 
in  reporting  the  race  action.  Both 
years,  one  of  the  team  drivers 
finished  the  season  in  the  top  five 
overall  in  class  among  more  than 
20  entrants.  ESPN  2 race  coverage 
was  available  for  viewing  in 
approximately  20  million  homes  in 
the  United  States. 

Children  and  adolescents 
actively  follow  motorsports,  and 
famous  drivers  undoubtedly 
become  their  idols  and  role 
models,  not  unlike  other  sports 
figures,  rock  stars  and  movie 
actors.  At  race  tracks,  they  flock  to 
get  an  autograph  from  Indy  car 
drivers  like  A1  Unser  Jr.,  who  was 
adorned  with  Marlboro  logos  in 
1995,  presumably  by  sponsor 
contract.  Research  has  shown  that 
brand  name  advertising  can 
eventually  influence  the  consumer 
choices  of  children  in  their  life- 
times^ despite  that  not  being  the 
stated  objective  of  the  tobacco 
industry.^ 

The  "Tobacco  Free  America" 
program  can  and  should  be 
replicated  in  communities 
throughout  Indiana  and  the 
United  States.  It  can  be  applied  to 
Little  League  baseball,  football  and 
soccer  or  almost  any  sport  that 
kids  participate  in  either  as  a team 
or  as  an  individual.  "Tobacco  Free 
America"  and  the  corresponding 
logo  "The  Real  Winner's  Circle," 
consisting  of  a circle  with  crossbar 


Figure  1: 1993  Indianapolis  500  qualification  photograph  of  veteran 
driver  Dominic  Dobson  in  the  "Tobacco  Free  America"  Indy  car.  (Cour- 
tesy of  the  Indianapolis  Motor  Speedway  Corporation). 


Figure  2:  "Tobacco  Free  America"  team  go-cart  drivers  (left  to  right) 
Brian  Schuman,  Boyd  Gumpert  and  Geoff  Bushor. 


208 


INDIANA  MEDICINE/March/April  199( 


over  a cigarette  and  container  of 
smokeless  tobacco,  are  available 
, logos  for  use  by  the  general  public 
without  any  fee  (Figure  2).  A 
\ centrally  coordinated  but  local 
1 1 physician-initiated  network  of 
"Tobacco  Free  America"  children's 
sporting  events  sprouting  up 
throughout  Indiana  in  the  spring 
of  1996  has  tremendous  media 
potential.  It  would  simultaneously 
convey  a highly  visible 
anti-tobacco  message  as  our  kids 
compete  and  join  "The  Real 
Winner's  Circle." 

Our  tobacco  counter-promo- 
tion in  motorsports  during  the  past 
five  years,  accomplished  with  a 
budget  that  was  microscopic  in 
comparison  to  the  midti-rnillion 
doUar  promotions  of  the  tobacco 


industry,  capitalized  on  having 
young,  active,  successful  role 
models  provide  a message  to  kids 
that  smoking  and  chewing  tobacco 
are  not  cool  and  that  tobacco 
consumption  can  have  substantial 
health  consequences.  If  this 
program  influenced  only  one  kid 
not  to  use  tobacco  in  his  lifetime, 
then  aU  the  money  and  effort 
expended  thus  far  wiU  have  been 
worth  it.  □ 

Dr.  Blom  is  in  private  practice, 
Head  and  Neck  Surgery  Associates, 
Indianapolis. 


Correspondence:  Eric  D.  Blom, 
Ph.D.,  Head  and  Neck  Surgery 
Associates,  7440  N.  Shadeland,  Suite 


200,  Indianapolis,  IN  46250. 
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Consequence  of  Smoking:  25  Years  of  Progress: 
A Report  of  the  Surgeon  General.  Rockville, 
Md:  Office  on  Smoking  and  Health;  1989. 
U.S.  Dept  of  Health  and  Human  Services 
publication  CDC  89-8411. 
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Tobacco  control 
CME  credit  information 


P roduced  in  accordance  with 
the  ACCME  Essentials  by  Indiana 
University  School  of  Medicine's 
Division  of  Continuing  Medical 
Education /Medical  Educational 
Resources  Program  and  the 
Indiana  State  Medical  Association. 

Accreditation 

The  Indiana  University  School  of 
Medicine  is  accredited  by  the 
Accreditation  Council  for  Continu- 
ing Medical  Education  to  sponsor 
continuing  medical  education  for 
physicians. 

The  Indiana  University  School 
of  Medicine  designates  this 
continuing  medical  education 
activity  for  3 hours  in  Category  1 of 
the  Physician's  Recognition  Award 
of  the  American  Medical  Associa- 
tion. 

Time  limit  for  accreditation 

The  Indiana  University  School  of 
Medicine  designates  this  CME 
activity  for  3 hours  in  Category  1 of 
the  Physician's  Recognition  Award 
of  the  American  Medical  Associa- 
tion for  a period  of  one  year  from 
March  1996. 

Applying  for  credits 

Physicians  interested  in  receiving 
Category  1 credit  for  this  program 
should  complete  the  CME 
Self-Test /Evaluation  Form  and 
return  it  with  a $10  processing  fee 
to  the  Division  of  Continuing 
Medical  Education,  Indiana 
University  School  of  Medicine. 

Acknowledgment 

Our  grateful  acknowledgment  to 
the  following  for  their  educational 
grants  in  support  of  this  journal: 

• The  Head  & Neck  Rehabilita- 


tion Institute,  a not-for-profit 
public  charity  founded  in  1982 
by  Ronald  C.  Hamaker,  M.D., 
F.A.C.S.  Dr.  Hamaker,  a 
widely  recognized  head  and 
neck  specialist,  is  senior 
surgeon  at  Head  & Neck 
Surgery  Associates,  an 
Indianapolis-based  private 
practice,  and  serves  as  presi- 
dent of  the  institute.  Contribu- 
tions from  his  patients  in  his 
honor  underwrite  institute 
activities,  including  head  and 
neck  cancer-related  public 
education,  research  and 
indigent  patient  rehabilitation. 
The  address  is:  The  Head  & 
Neck  Cancer  Rehabilitation 
Institute,  Suite  200,  7440  N. 
Shadeland  Ave.,  Indianapolis, 
IN  46250. 

• Indiana  ASSIST 

• CibaGeneva  Pharmaceuticals 

• Marion  Merrell  Dow 

• The  Upjohn  Company 

Intended  use 

This  educational  enduring  material 
is  intended  for  medical  profession- 
als only.  This  material  does  not 
constitute  a recommendation  of 
treatment  for  any  particular 
patient  for  any  particular  case.  Use 
of  this  information  is  at  the  sole 
discretion  of  the  medical  practitio- 
ner. 

Further  information 

For  information,  write  the  Division 
of  Continuing  Medical  Education, 
Indiana  University  School  of 
Medicine,  1226  W.  Michigan  St., 

BR  156,  Indianapolis,  IN 
46202-5178  or  call  (317)  274-8353, 
1-800-622-4989  or  fax  (317) 
274-4638. 


Objectives  for  CME  activity 

Upon  completion  of  this  journal, 

the  reader  should  be  able  to: 

• outline  the  effects  of  tobacco 
on  the  health  of  Indiana 
citizens; 

• describe  the  National  Cancer 
Institute's  "5A"  smoking 
cessation  program; 

• describe  the  impact  of  the 
Indiana  Prenatal  Substance 
Use  Prevention  Program  in 
smoking  cessation  among 
high-risk  pregnant  women; 

• explain  the  involvement  of  the 
AM  A in  the  control  of  tobacco; 

• discuss  the  ethical  responsibili- 
ties of  physicians  in  the  control 
of  tobacco; 

• delineate  the  curriculum 
pertaining  to  tobacco  for 
medical  school,  residencies 
and  continuing  medical 
education; 

• outline  current  tobacco 
legislation  in  Indiana; 

• explain  the  relevance  of  the 
Indiana  Project  ASSIST; 

• outline  the  unique  objectives 
of  tobacco  education  among 
individuals  of  low  literacy  in 
the  state; 

• outline  the  HCE  (Health  Care 
Excel)  smoking  cessation 
inpatient  guideline  initiative; 

• give  examples  of  several  major 
tobacco  interventions  in  the 
workplace; 

• outline  the  treatment  for 
nicotine  replacement  for 
hard-core  smokers;  and 

• recognize  practical  diagnosis 
and  treatment  of  smokeless 
tobacco  users. 
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CME  questions 


Give  the  best  answer(s)  to  each  of  the  questions  below. 

1.  Which  of  the  following  statement(s)  regarding  smoke- 
less tobacco  is/are  true? 

a.  Smokeless  tobacco  is  a safe  substitute  for  cigarette 
smoking. 

b.  Most  users  of  smokeless  tobacco  start  in  their  20s  and 
30s. 

c.  Smokeless  tobacco  is  less  addicting  than  cigarette 
smoking. 

d.  Nationwide  approximately  10%  of  children  in  the 
seventh,  eighth  and  ninth  grades  are  using  smokeless 
tobacco. 

e.  All  of  the  above. 

f.  None  of  the  above. 

2.  Regarding  nicotine  replacement  therapy  (NRT),  which 
of  the  following  statements  are  false? 

a.  NRT  has  been  proven  to  be  effective. 

b.  Approximately  75%  of  nicotine  dependent  smokers  who 
are  treated  with  NRT  will  be  abstinent  at  a two-year 
follow-up. 

c.  Cotinine  is  the  biologic  measure  of  choice  for  monitoring 
nicotine  replacement  therapy. 

d.  NRT  should  be  used  only  in  the  context  of  an  overall 
office-based  program  for  smoking  cessation. 

e.  All  of  the  above. 

f.  None  of  the  above. 

3.  Which  of  the  following  are  components  of  a successful 
office-based  smoking  cessation  program? 

a.  A smoke-free  office  environment. 

b.  A system  for  identifying  all  smokers  and  tracking  their 
progress  in  smoking  cessation. 

c.  A brief  physician  counseling  of  all  smokers  to  quit. 

d.  A system  for  follow-up  support  of  persons  who  quit. 

e.  All  of  the  above. 

f.  None  of  the  above. 

4.  A 25-year-old,  two-packs-per-day  cigarette  smoker  is 
seen  in  the  office  for  an  ankle  sprain.  His  history  and 
physical  examination  are  unremarkable  except  for  the 
mild  sprain  for  which  you  recommend  treatment.  You 
ask  the  patient  if  he  has  ever  tried  to  quit  smoking  and 
advise  him  to  do  so.  The  patient  is  defensive  and 
doesn't  want  to  discuss  quitting.  Your  plan  of  action  at 
this  point  might  include  which  of  the  following:  (select 
one  or  more) 

a.  Confront  the  patient  regarding  his  failure  to  understand 
the  importance  of  quitting. 


b.  Ask  the  patient  if  he  would  take  some  written  material 
regarding  the  health  effects  of  tobacco  and  the  impor- 
tance of  quitting. 

c.  Make  a note  in  the  chart  to  raise  the  issue  of  quitting  at 
the  patient's  next  visit. 

d.  Drop  the  issue  and  discharge  the  patient. 

5.  The  patient  returns  in  six  months  for  a 
pre-employment  medical  evaluation.  You  ask  him 
about  his  smoking.  He  indicates  that  he  has  thought 
about  quitting  but  is  not  sure  he  can.  At  this  point  you 
would  do  which  of  the  following? 

a.  Encourage  him  to  quit  and  schedule  an  appointment  in 
three  months  for  follow-up. 

b.  Prescribe  nicotine  gum  and  follow  up  in  two  months. 

c.  Prescribe  nicotine  patch  and  follow  up  in  two  months. 

d.  Counsel  the  patient  regarding  his  commitment  to  quit. 
Assess  his  level  of  dependency.  Discuss  the  process  of 
quitting  and  provide  information  regarding  self-help 
quitting.  Schedule  a follow-up  visit  in  one  month. 

6.  The  most  appropriate  candidates  for  using 
nicotine-containing  transdermal  patches  or  nicotine 
gum  are  those  who: 

Have  a high  motivation  to  quit. 

Began  smoking  in  early  adolescence  or  childhood. 
Increase  smoking  levels  to  reduce  negative  moods. 

Are  moderate  to  heavy  cigarette  users  (25+  per  day). 

All  of  the  above. 

None  of  the  above. 


a. 

b. 

c. 

d. 

e. 

f. 

7. 


Which  of  the  following  statements  are  correct: 

Smoking  accounts  for  about  19%  of  all  deaths  in  the 
United  States. 

b.  Patients  in  the  "preparation"  stage  of  readiness  to  quit 
are  twice  as  likely  to  stop  smoking  as  those  who  are  in 
the  "contemplation"  stage. 

c.  Including  smoking  status  as  part  of  your  patient's  vital 
signs  list  will  increase  the  likelihood  that  you  will  advise 
the  patient  regarding  smoking  cessation. 

d.  When  using  the  standard  21  or  22  mg  per  day  nicotine 
patch  dose,  most  smokers  will  achieve  about  90%  of  their 
baseline  (while  still  smoking)  nicotine  replacement  dose. 

e.  For  those  smoking  40  or  more  cigarettes  per  day,  a 
nicotine  patch  dose  of  44  mg  per  day  should  be  consid- 
ered. 
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Case  study: 

John  Wright  is  a 37-year-old  owner  of  a Rapid  Copy 
Center.  He  has  smoked  three  packs  of  Marlboros  a day 
for  the  past  10  years.  His  wife  also  smokes  but  at  a 
lower  level.  He  has  two  children.  This  is  a follow-up 
visit  for  treating  his  acute  bronchitis.  He  had  a fever 
and  productive  cough  three  weeks  ago,  which  has 
largely  been  resolved  with  the  use  of  erythromycin.  He 
has  a chronic,  non-productive  morning  cough  and  a 
history  of  developing  bronchitis  twice  in  the  past  two 
years.  His  BP  is  132/85  and  his  lungs  have  occasional 
rales.  All  other  findings  are  unremarkable.  He  has 
made  six,  half-hearted  attempts  to  stop  smoking,  but 
never  quit  smoking  for  more  than  12  hours,  due  to 
irritability,  nervousness  and  anxiety.  Of  the  options 
listed  below,  select  six  of  the  best  that  would  give  John 
a chance  at  quitting. 

a.  Tell  him  to  quit  by  tapering  off  cigarettes  over  six 
weeks. 

b.  Have  him  set  a quit  date  within  the  next  tv/o  to 
three  weeks. 

c.  Unless  his  wife  agrees  to  quit,  don't  even  bother 
trying. 

d.  Have  him  stop  immediately  by  quitting  "cold 
turkey." 

e.  Use  "scare"  techniques  in  order  to  get  his  attention. 

f.  Before  using  patches/gum,  attempt  to  get  him  down 
to  a pack  of  cigarettes  a day  (pretreatment  reduc- 
tion). 

Start  him  off  on  the  7 mg/ day  nicotine  patch  to 
make  sure  he  is  not  allergic  to  the  patch. 

h.  If  he  selects  nicotine  gum,  start  him  on  the  4 mg 
dose. 

i.  Send  him  to  someone  else  who  knows  what  they  are 
doing. 

j.  Follow  up  on  the  patient's  quit-smoking  progress. 

k.  Give  up.  This  guy  is  so  "hard  core"  that  he  cannot 
quit. 

l.  Make  sure  there  is  a behavioral  component  and 
psychological  support  during  the  quitting  process. 

m.  "Chew  him  out"  for  continuing  to  smoke. 

n.  Urge  patients  who  relapse  to  try  again. 
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CME  credit  application 

M.D.  D.O. 


other  (specify) 


Name; 


Business  address: 


City: 


County: 


Daytime  phone:  X 
Fax  number:  ( 


State: 

J 


Zip: 


Hospital  Affiliation: 
Specialty:^ 


License  number; 


State 


Year  practice  began:  ^ 


* This  information  will  be  kept  confidential  and  used  only  for 
record-keeping  purposes. 

Fee 

To  receive  CME  credit,  please  send  a check  for  $10  made 
payable  to  Indiana  University  School  of  Medicine,  along  with 
your  completed  CME  credit  application  form,  test  question- 
naire and  evaluation  form  to: 

Indiana  University  School  of  Medicine 
Division  of  Continuing  Medical  Education 
1226  W.  Michigan  St.,  BR  156 
Indianapolis,  IN  46202-5178 


Office  Use  Only:  [04-136] 

Check  # 


Receipt  # _ 
Amount  $ 
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Evaluation 

Your  responses  to  these  questions  help  us  to  enhance  our 
CME  offerings.  Please  take  the  time  to  respond  and  return  the 
evaluation.  Thank  you. 


Do  you  have  any  suggestions  as  to  how  to  improve  the 
content  of  the  journal  articles? 


Please  use  the  following  codes  to  answer  items  1 through  7. 
SA  = strongly  agree 
A = agree 

, U = imdecided 

D = disagree 
SD  = strongly  disagree 

SI.  The  objectives  of  the  CME  activity  were  clearly  stated. 
SA  A U D SD 

\ 2.  The  content  of  the  journal  articles  was  up-to-date, 
j SA  A U D SD 

13.  The  journal  articles  illustrated  independence,  objectivity, 
^ balance  and  scientific  rigor. 

1 SA  A U D SD 


What  topics  would  you  like  to  see  in  future  journal  articles? 


Thank  you  for  completing  this  evaluation  and  survey. 


I 4.  The  content  was  closely  related  to  objectives  of  my 
I clinical  practice  and/ or  teaching. 

SA  A U D SD 

5.  The  journal  articles  increased  my  knowledge  of  the  j 

subject.  1 

SA  A U D SD  i 

! 

6.  The  content  of  the  journal  articles  met  my  personal 
expectation  and  needs. 

SA  A U D SD  1 

7.  I will  apply  the  information  learned  from  these  articles  in  | 

my  clinical  practice.  ! 

SA  A U D SD 


1 

m 

1 

) 
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■physicians'  directory 


CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


-i_ ! -:±L. 


At  Nasser f Smith  & Pinkerton  Cardiology^  Inc*, 

Your  Heart's  in  the  Right  Place 


Statewide  Network 


Prevention  Programs 


V? 


MEDICAL  RESOURCE  ALLIANCE 


40  practicing  cardiologists 
35  primary  care  physicians 
30  convenient  locations  statewide 
90%  research  self'funded 

recognized  internationally  for  excellence  in  cardiac 
diagnosis,  treatment,  rehabilitation  & prevention 
a member  of  the  Indiana  Heart  Institute 


Nasser,  Smith  & Pinkerton 
Cardiology,  Inc. 


THE  HEART  CENTER  OF  INDIANA 

8333  Naab  Road,  Suite  400  • Indianapolis,  IN  46260  • (800)  732-1482  • (317)  338-6666 


) 


1 
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■ physicians'  directory 


Indiana 

Heart 

Physicians, 

Inc. 


Physicians 

H.O.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
Mark  D.  Cohen,  M.D.,  FACC 
William  J.  Berg,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O.,  FACC 
George  E.  Revtyak,  M.D.,  FACC 
Jeffrey  R.  Mossier,  M.D.,  FACC 
Irwin  Labin,  M.D.,  FACC 

at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 
Melinda  W.  Hunnicutt,  M.D. 

Mark  E.  Hatfield,  M.D. 

providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 


IndianapoUs/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 
Mooresville  • Greensburg 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Suite  130 

Office 812-379-2020 

Toll  Free 800-537-9587 


Electrophysiology 

Percutaneous  Valvuloplasty 

Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephonic  Pacemaker  Analysis 

Noninvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 
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■physicians'  directory 


Tyyyyy 

Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  E.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

Don  B.  Ziperman,  M.D.,  E.A.C.C.,  E.A.C.R 

Bradley  A.  Weinberg,  M.D.,  E.A.C.C. 

Richard  A.  Hahn,  M.D.,  E.A.C.C. 
Preetham  Jetty,  M.D. 


EAST  LOCATION 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office  (317)  355-1500 
Referring  Physician  Line; 

(317)  355-1100 


NORTH  LOCATION 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office  (317)  841-5385 
Referring  Physician  Line: 

(317)  841-5386 


Cardiology  & Cardiac 
Catheterization 

Coronary  Angioplasty 

Laser  Angioplasty 

Coronary  Atherectomy 

Coronary  Stents 

Echocardiography 

Transesophageal 

Echocardiography 

Color  Flow  Imaging 

Nuclear  Cardiology 

Stress  Testing 

Holter  Monitoring 

Pacemaker  Surveillance 

Permanent  Pacemaker 
Implantation 

Evaluation  of  Cardiac 
Risk  Factors 

Cardiac  Rehabilitation 
Program 
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■ physicians'  directory 


^ ^M  M , M , , , M . , 


isiORT^»H3IOE  CAROIOL.OGV 


D 


MEDICINE 


FOR  HEART  DISEASE 


CiJwartJ  r Sittmmet/,  M D . FA.C.C 
J Stanley  HjIIi'S  M.D,  f- ACC. 

Donatci  A.  Rothbatjm.  M.D.  P A C C. 

R Nobto,  M O , F.A.C  C 
Chffurd  C.  Hi.tl.3m,  M O.,  P,A  C.C. 
RtjMiiltJ  J Lar.dtn,  M D . F.A.C.C 
Ttioma^,  J L'mnen.eiet,  M D , F.A.C  C 
MoJtit)  R St'e,  M C , KA.C.C 
Mictiaet  W Ball.  M.D.,  F A C C 
Jant.t  S.  Rippy,  M D , F.A.C.C 
Mtsilt.n  E Tavi'l,  M.D.,  FA.C.C 
trKS  N Prystowsky,  M D , F.A.C.C. 
Robert  V.  Ritidett,  M.D.,  F.A.C.C. 
Joseph  J.  Evepe,  M D , F,A,C.C, 
Zachary  i,  Hocfos,  M.D..  Rb.O.,  F.A,C.C. 
Joseph  E.  Steinmetz,  M,D„  F.A,C.G. 
David  R,  Schmidt,  M.D.,  F.A.C.C, 

Mary  N.  Walsh.  M.D  . F.A.C.C, 

Daniel  M Gatfman,  M.D..  F A C.C,  ' 
Richard  1.  Foget,  M.D..  F.A.C.C 
Daniel  L.  Ups,  M.D.,  F.A.C.C. 

Mukund  D.  Palet,  M.D. 

Geilan  Ismatl,  M.D, 

Scott  M.  Sharp,  M.O.*  FJ\.C.C 
Raymond  V.  Meldahl.  M.D..  F.AiC.G. 

; Jamsss  M.  Seheffler.  M.D, 

Gregory  Bi  Elsneo  M.D. 

M ic  hael  A;  Ptai  nse,  M.D. 

R icha  fd : J . Gordon,  M J!>. 


Where  the  treatment  of  coronary  heart  disease 

IS  CONCERNED,  EXPERIENCE  IS  SOMETIMES  THE  BEST 
MEDICINE.  NORTHSIDE  CARDIOLOGY  IS  A GROUP  OF 
INTERNATIONALLY  RECOGNIZED  PHYSICIANS  SPECIALIZING 
IN  STATE-OF-THE-ART  CORONARY  CARE.  We  OFFER  THE 
RESOURCES,  TECHNOLOGY,  AND  ADVANTAGES  OF  A 
LARGE  PRACTICE,  BUT  OUR  FOCUS  ON  ONE-TO-ONE 
PATIENT  RELATIONSHIPS  CREATES  A PRIVATE  PRACTICE 
ENVIRONMENT.  SOME  CONSIDER  IT  THE  BEST  OF  BOTH 
WORLDS.  In  our  EXPERIENCE,  IT'S  SIMPLY  THE  BEST 
APPROACH  TO  HIGH  QUALITY  CARDIOVASCULAR  CARE. 

± >ORTHSIDE 
CARDIOLOGY,  PC. 


8333  Naab  Road,  Suite  200 
Indianapolis,  IN  46260  1-800-732-1484 
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■physicians'  directory 


CARDIOLOGY 


DERMATOPATHOLOGt 


The  Heart  Center  of  Marion 

^ A 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Disease 

Subodh  S.  Gupte,  M.D,,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Disease  and  Advanced  Achievement 
in  Internal  Medicine 

Gary  A.  Frick,  M.S.,  D.O. 

Diplomate,  National  Board  of 
Examiners  for  Osteopathic 
Physicians  and  Surgeons.  Board 
Certified  in  Internal  Medicine. 
Board  Eligible  in  Cardiology. 


providing 
2 D & M-mode 
Echocardiography 
Transesophageal 
Echocardiography 
Conventional  Doppler 
Color  Flow  Imaging 
Pharmacological 
Echocardiography 
Stress  Echo 
Treadmill  Exercise 
Testing 

Holter  Monitoring 
Electrocardiogram 
Cardiac  Catheterization 
Nuclear  Medicine 
Pacemakers 


1614  N.  Baldwin  Ave. 

Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 

Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


-\^v>vvv- 

DERMATOPATHOLOCY  LABORATORY,  INC. 

Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 

m 

Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 


DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


1 

DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 

For  rates,  write  or  call  Indiana  Medicine, 

322  Canal  Walk,  Indianapolis,  IN  46202-3268, 

322  Canal  Walk,  Indianapolis,  IN  46202-3268, 

(317)  261-2060  or  1-800-257-ISMA. 

(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


CHRIS  C.  NAUM,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

LUKE  A.  PLUTO,  M.D.,  FCCP  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BLVD.,  SUITE  400  • INDIANAPOLIS.  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE.  SUITE  215  • INDIANAPOLIS.  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111 
PHONES  ARE  ANSWERED  24  HOURS  A DAY 


1-800-321 -LUNG  • MONDAY  - FRIDAY  6:30  A.M.  - 4:30  P.M. 


DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1 -800-257-ISM A. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1 -800-257-ISM A. 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

'.1 

CHRONIC  MAINTENANCE 

NEPHROLOGY  & INTERNAL 

OUTPATIENT 

HEMODIALYSIS 

MEDICINE,  INC. 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 

Thomas  Wm.  Alley,  M.D.,  F.A.C.P.  Douglas  F.  Johnstone,  M.D.,  J.D. 

Anderson,  Indiana  4601 1 

J.  Edwin  Bolander  II,  M.D.  Wendy  L Kindig,  M.D. 

317-649-0772 

Richard  Bloch,  M.D.  LeRoy  H.  King,  Jr.,  M.D.,  F.A.C.P. 

Charles  B.  Carter,  M.D.  Barry  F.  Krieble,  M.D. 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 

William  H.  Dick,  M.D.,  F.A.C.P.  Mary  A.  Margolis,  M.D. 

Indianapolis,  Indiana  46203 

Theodore  F.  Hegeman,  M.D.,  F.A.C.P.,  MBA  Tim  E.  Taber,  M.D. 

317-787-3171 

1801  N.  Senate  Blvd.,  Suite  355 

DIALYSIS  INSTITUTE 

Indianapolis,  IN  46202 

OF  NORTHWEST  INDIANAPOLIS 

Tel:  317-924-8425 

6488  Corporate  Way 
Indianapolis,  Indiana  46278 

By  Physician  Referral 

317-328-9667 

Clinical  Nephrology,  Hemodialysis,  Peritoneal 

For  further  information  contact 

Dialysis,  Renal  Transplantation,  Metabolic 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

Kidney  Stone  Disease,  Hypertension,  Fluid  and 

1801  N Senate  Blvd.,  Suite  #355 

Electrolyte  Imbalance,  Critical  Care 

Indianapolis,  Indiana  46202 

317-924-8425 

HAND  SURGERY 

DOCTORS  - This  space  is  available. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof.  Bldg. 

3417  S.  Sherman  Dr.,  Suite  F 155D  E.  County  Line  Rd..  Suite  315 

Beech  Grove,  IN  4B107  Indianapolis,  IN  46227 

[31 7]  783-1 31 9 [31 7]  8BB-0004 
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FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 


St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)  872--4213 


BREAST  DISEASES 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 


Diagnosis 
Consultation 
Risk  assessment 
Surgical  Oncology 
of  the  breast 


(317)  872-9580 
8330  Naab  Road,  Suite  213 
Indianapolis,  IN  46260 

Appointment  by  referral 


PAIN  MANAGEMEI«r 


EDWARD  KOWLOWITZ  M.D 


A PRACTICE  DEDICATED  TO 
ACUTE  AND  CHRONIC 

PAIN  SUFFERERS. 


NON  SURGICAL  TREATMENT 

NECK  a LOW  BACK  PAIN 
DISC  RELATED  DISORDERS 
FAILED  BACK  & NECK  SYNDROMES 
MYOFASCIAL  PAIN  SYNDROME 
FIBROMYALGIA 

SYMPATHETICALLY  MEDIATED  PAIN 

REFLEX  SYMPATHETIC  DYSTROPHY 

POST  TRAUMATIC  PAIN  SYNDROMES 

DIABETIC  NEUROPATHY 

POST  HERPETIC  NEURALGIA 

CENTRAL  PAIN  SYNDROME 

CANCER  PAIN  MANAGEMENT 

7440  N.  SHADELAND  AVE. 

INDPLS,  IN  46250  317 


Fellowship  Trained 
Diplomate:  American 
Added 

Diplomate  American 
Diplomate  American 
SERVICES 

MULTIDISCILPLINARYTX 
PSYCHOLOGICAL  TESTING 
PSYCHOLOGICAL  COUNSELING 
PHYSICAL  THERAPY 
TRIGGER  POINT  INJEaiONS 
EPIDURAL  NERVE  BLOCKS 
FLUOROSCOPIC  CONTROLLED: 
SYMPATHETIC  BLOCKS 
EPIDURAL  ENDOSCOPY 
DIAGNOSTIC  NERVE  BLOCKS 
MEDICAL  MANAGEMENT 
IMPLANTABLE  DEVICES 

SUITE  lOO 
578  - 7246  (PAIN) 


IN  Pain  Management  @ Duke  Univ. 
Board  of  Anesthesiology  with 
Qualifications  in  Pain  Management 
Board  of  Pain  Medicine 
Academy  of  Pain  Management 


(:i:\ti:r  for 


m.a.\agf;.mf;.\t 
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ONCOLOGY  — HEMATOLOGY 


ONCOIOGY-HEMATOLOCY 
CONSUITANTS.  P.C. 


1-800-ONC-HEME 

1-800-662-4363 


Central:  317-927-5770 
St.Francis:  317-783-8509 


Central  Office:  1828  N.  Illinois  Street  Indianapolis,  IN  46202 

Laurence  H.  Bates,  M.D.  William  M.  Dugan,  Jr.,  M.D. 

William  H.  Bond,  M.D.  Redmond  P.  Hogan,  III,  M.D. 

Penny  Cooper,  M.D.  James  E.  Schroeder,  M.D. 

Gregory  W.  Smith,  M.D. 

Central  Office  located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 


St.  Francis  Office:  1600  Albany  Medical  Clinics  Bldg 
Beech  Grove,  IN  46107 

Redmond  P.  Hogan,  III,  M.D.  Gregory  W.  Smith,  M.D. 

Randall  C.  Trowbridge,  M.D. 
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TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KOREA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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EXCELLENCE  THAT  REACHES 
AROUND  THE  WORLD 


The  Indiana  Hand 
Center  is  a morld 
leader  in  the  treatment 
and  rehabilitation  of 
the  hand,  wrist,  elbow, 
and  shoulder.  As 
pioneers  in 
hand  care,  the 
surgeons  de- 
velop innovative 
surgical  techniques 
and  equipment  that  are 
used  around  the  world. 


And,  members  of 
The  Indiana  ^ I 
Hand  Center 
have  been  elect- 
ed to  leadership 
roles  in  all  prominent 
national  and  inter- 
national orthopaedic 
societies. 

In  Indiana,  there  is 
not  a group  of  physi- 
cians better  prepared 
to  diagnose  and  treat 


conditions  and 
diseases  of  the 
upper  extremity. 
For  more  infor- 
mation about 
The  Indiana  Hand 
Center,  or  to  schedule 
an  appointment,  call 
1[800]888-HAND. 


James  W.  Strickland,  M.D. 

JAMES  B.  STEICHEN,  M.D. 
William  B.  Kleinman.  M.D. 
Hill  Hastings  II,  M.D. 
Richard  S.  Idler,  M.D, 
Thomas  J.  Fischer,  M.D. 


IndianafHand  Center 


u 

F-i 


EXCELLENCE  THAT  REACHES  AROUND  THE  WORLD 

1 -800-888-HAND 

8501  HARCOURT  ROAD 
INDIANAPOLIS,  IN  46260 
[LOCATIONS  THROUGHOUT  INDIANA] 


James  j.  Creighton,  Jr,,  M,D 
Alexander  D,  Mih,  M.D 
Robert  M.  Baltera,  M.D 
JEFFREY  A.  Greenberg,  M.D 
Rowena  L.  Archibald,  M.D 
Robert  N.  Addleman,  M.D 
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ORTHOPAEDIC  SURGERY 


AN  INDIANA 
TRADITION 


ORTHOPAEDICS 

INDIANAPOLIS 

Excellence  in  Full  Service  Orthopaedics  Since  1962 

Joint  Reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening  & 
Deformity  Correction 
Musculoskeletal  Rehabilitation 
Electrodiagnosis 


Orthopaedic  Surgeons 

Anthony  R.  Lasich,  M.D. 

William  O.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

David  S.  Brokaw,  M.D. 

David  M.  Kaehr,  M.D. 

Carlos  R.  Berrios,  M.D. 

G.  Scott  Bowen,  M.D. 

Michael  P.  Shea,  M.D. 

Michael  L.  Kramer,  M.D. 

Scott  A.  Lintner,  M.D. 

John  W.  Dietz,  Jr.,  M.D. 

David  G.  Schwartz,  M.D. 

Timothy  G.  Weber,M.D. 

Gregory  P.  Nicholson,  M.D. 

Timothy  E.  Dicke,  M.D. 

Physical  Medicine  & Rehabilitation 

Robert  C.  Gregori,  M.D. 

Bianca  S.  Ainhom,  M.D. 

John  R.  McLimore,  M.D. 

Richard  Kiang,  M.D. 


ORTHOPAEDICS  INDIANAPOLIS 

1801  North  Senate  Blvd 
Suite  200 

Indianapolis,  In  46202 
317-923-5352 
1-800-223-3381 
Fax  317-924-01 15 


Indianapolis  Eagle  Highlands  Danville  Greencastle 
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NEUROLOGICAL  SURGERY 


Columbus  Spine  S.  Neurosurgery  Services,  P.C. 


□aria  Schooler,  R.Ph.,  M.D.* 


•Graduate  - Indiana  University  School  of  Medicine 
Neurosurgery  Residency  - Cleveland  Clinic  Foundation 
Pediatric  Neurosurgery  Training  - Primary  Children's  Medical  Center,  Salt  Lake  City,  Utah 
Clinical  Assistant  Professor  of  Neurosurgery  - Indiana  University  School  of  Medicine 


EXCELLENCE  IN  NEUROSURGICAL  CARE  FOR  SOUTHERN  INDIANA 

Comprehensive  Management  of  Neurosurgical  Disorders  including: 

• Central  Nervous  System  Tumors 

• Cerebrovascular  Disease 

• Pituitary  Tumors 

• Cervical  and  Lumbar  Degenerative  Spinal  Disease 

• Trigeminal  Neuralgia 

• Carpal  Tunnel  Syndrome 

Utilizing  State-of-the-Art  Techniques  including: 

• Microneurosurgery 

• Computer  Assisted  Stereotactic  Surgery 

• Contact  Nd-YAG  Laser 

• Spinal  Instrumentation 

• ICP  Monitoring 

• Neuroendoscopy 

Appointments  Scheduled  by  Physician  Referral 
2675  Foxpointe  Drive,  Suite  B • Columbus,  IN  47203-3222 
812-375-0000  • Toll  Free  1-800-375-0636  • FAX  812-375-0711 


I 
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ANATOMIC  PATHOLOGY 


Anatomic 

Pathology 

Associates 


Surgical  biopsy  interpretation 

Hematopathology 

Fine  needle  aspiration  biopsy,  by 
appointment 

Fine  needle  aspiration  biopsy 
interpretation 

Extragenital  cytology 

24  hour  consultation  available 


Contract  participation  in  most 
regional  and  national  insurance 
programs 

Accept  Medicare  and  Medicaid 
assignment 

Mailer  kits  and  courier  service 
available 


FOR  MORE  INFORMATION: 


College  of  American  Pathologists 
accredited 


Call  our  Client  Service  Representative  at 

317/  484-5700  or  toll  free  at  1 -800-658-0099 


5940  West  Raymond  St.,  Indianapolis,  IN  46241 


Diplomates 
of  the 

American  Board 
of  Pathology 

Garry  L.  Bolinger,  M.D. 
IsobelleA.  Buehl,  M.D. 
Steven  A.  Clark,  M.D. 
Janice  K.  Fitzharris,  M.D.,  Ph.D. 
Robin  A.  Helmuth,  M.D. 
Robert  R Hooker,  M.D. 
Richard  0.  McClure,  M.D. 

F.  Donald  McGovern,  Jr.,  M.D. 
T.  Max  Warner,  M.D. 
Edward  R.  Wills,  M.D. 
Ralph  F.  Winkler,  M.D. 


DOCTORS 

This  space  is  available. 


For  rates,  write  or  call 
Indiana  Medicine, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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Cheryl  Haslitt 

ISMA  Alliance  Membership 

Development  Chair 

In  these  stressful  times  of 
government  regulation  and 
changes,  threats  of  litigation  and 
advances  in  technology,  the  ISMA 
Alliance  (ISMA- A)  is  a support 
group  for  the  medical  family  and 
an  advocate  for  the  medical  pro- 
fession in  the  legislative  arena. 
The  Alliance  raises  funds  for 
medical  education  and  works  for 
quality  health  care  for  all  citizens. 
Now,  more  than  ever,  it  is  impor- 
tant for  physician  spouses  to  be- 
come members. 

All  levels  of  involvement  are 
important.  Active  membership 
means  attending  meetings,  imple- 
menting community  programs 
and  assuming  leadership  roles. 
Spouses  with  limited  time  may 
choose  occasional  participation  in 
short-term  community  projects. 
There  are  those  who  choose  to 
support  the  organization  simply 
by  paying  dues,  enabling  the  alli- 
ance to  continue  legislative  activi- 
ties, support  for  medical  educa- 
tion, health  promotions  and  edu- 
cational seminars  and  leadership 
training.  Spouses  who  live  in 
counties  having  no  organized 
alliance  may  choose  to  become 
members-at-large.  Any  spouse  of 
an  ISMA  member  is  eligible.  Each 
and  every  member  and  level  of 


participation  is  welcomed  and 
needed. 

Even  though  membership  in 
the  ISMA  Alliance  has  been  de- 
creasing for  the  past  several  years, 
10  of  24  organized  counties  had 
membership  increases  for  the  year 
ending  March  31, 1995.  Four  of 
these  covmties  having  the  largest 
increases  were  presented  with  $50 
awards  at  the  annual  convention 
last  October.  These  counties  were: 

• Monroe-Owen  County  for  the 
greatest  numerical  ISMA-A 
increase  (33  members); 

• Bartholomew-Brown  County 
for  the  greatest  percentage 
ISMA-A  increase  (25%); 

• Fort  Wayne  for  the  greatest 
numerical  AMA-A  increase 
(37  members);  and 

• Wells  County  for  the  greatest 
percentage  AMA-A  increase 
(87%). 

The  ISMA  Alliance  is  working 
to  stabilize  or  increase  member- 
ship. Currently,  dues  billing  for 
counties  is  offered  free-of-charge 
as  a service  of  membership.  A 
letter  was  recently  sent  to  recruit 
prospective  members-at-large  in 
four  coimties  having  no  organized 
alliances.  Spouses  of  residents  and 
interns  have  been  offered  free 
dues  for  the  year.  In  leadership 
workshops  last  spring,  county 
leaders  learned  about  membership 
recruiting  and  retention  tools  de- 
veloped by  the  AMA  Alliance. 


County  presidents-elect  are  en- 
couraged to  attend  the  AMA  Alli- 
ance Confluence,  a leadership 
training  session  held  in  Chicago. 
ISMA  staff  is  assisting  the  alliance 
by  providing  information,  support 
services,  advice  and  advertising. 

An  investment  in  ISMA  Alli- 
ance will  pay  dividends  now  and 
in  the  future  for  physician  spouses 
and  for  medicine.  The  Alliance 
also  offers: 

• support  and  understanding  of 
other  medical  spouses  who 
share  the  unique  challenges  of 
medical  marriage; 

• the  opportunity  to  be  in- 
volved in  the  legislative  arena, 
impacting  health  care  issues; 

• leadership  training,  seminars 
on  personal  and  professional 
development,  enhanced  com- 
munication skills,  networking 
and  opportunities  for  career 
development; 

• the  opportunity  to  support  the 
education  of  tomorrow's  phy- 
sicians; and 

• the  opportunity  to  support 
local  health  programs,  projects 
and  education. 

For  more  information  about 
the  ISMA  Alliance,  call  Rosanna 
Her  at  the  ISMA,  1-800-257-4762  or 
(317)  261-2060,  or  Cheryl  Haslitt, 
membership  development  chair, 
at  (317)  282-9944.  □ 
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lU  Child  Care  Conference 

Indiana  University  will  present 
the  31st  Annual  Indiana 
Multidisciplinary  Child  Care  Con- 
ference May  22  and  23  at  the 
Radisson  Hotel  City  Centre  India- 
napohs. 

The  conference  will  address 
pediatric  infectious  disease,  pedi- 
atric diabetology,  pediatric 
rheumatology,  pediatric  ophthal- 
mology and  neonatal  resuscita- 
tion. 

For  registration  information, 
write  Richard  Schreiner,  M.D., 
attn:  Mary  Ann  Underwood,  lU 
School  of  Medicine,  Riley  Hospital 
for  Children,  Rm  5900,  702 
Barnhill  Dr.,  Indianapohs,  IN 
46202-5225. 


Nasser,  Smith  & Pinkerton 

Nasser,  Smith  & Pinkerton  Cardi- 
ology Inc.  of  Indianapohs  wiU 
present  the  foUow  CME  programs: 
May  10  - Progress  in  Cardiol- 

ogy IX,  Westin  Ho- 
tel, Indianapohs. 
Aug.  23  - NSP  International 

Symposium,  Westin 
Hotel,  Indianapohs. 
Sept.  25  - Income  vs.  Outcome, 

Ritz  Charles,  Carmel, 
Ind. 


Oct.  4 - Richter  Day,  Westin 

Hotel,  Indianapohs. 
For  additional  information, 
cah  Andrea  Speer  at  (317)  338- 
6682. 


St.  Vincent  Hospitals 

St.  Vincent  Hospital  and  Health 
Services  in  Indianapohs  wiU 
present  these  CME  courses: 

Mar.  26  - Indiana 

Dermatopathology 
Conference  - Local, 
St.  Vincent  Hospital, 
Cooling  Auditorium, 
Indianapohs. 


Apr.  27-28-  14th  Annual  Spring 
Seminar  in 
Dermatopathology  - 
"Compare  Your  Di- 
agnoses with 
Bernie's,"  St.  Vincent 
Hospital,  Coohng 
Auditorium,  India- 
napohs. 

May  10  - Progress  in  Cardiol- 

ogy IX,  Westin  Ho- 
tel, Indianapohs. 

May  17  - Prenatal  Diagnosis, 

location  to  be  an- 
nounced. 

Oct.  4 - Second  Annual  Con- 

troversies in  Ultra- 
sound, location  to  be 
announced. 

For  more  information,  cah 

Beth  Hartauer,  (317)  338-3460. 


Indiana  University 

The  Indiana  University  School  of 
Medicine  whl  present  the  foUow- 
ing  CME  courses: 

Apr.  13-14-  Dermatopathology. 
Apr.  29  - 20th  Annual  del 


Regato  Lecture. 

May  10  - Hemostasis  in 

Cardiothoracic  Sur- 
gery. 

May  17  - New  Horizons  in 

Medicine. 

June  6-7  - ASCO. 

All  courses  wih  be  presented 
at  the  University  Place  Conference 
Center  and  Hotel  in  Indianapohs. 
For  more  information,  cah  (317) 


274-8353. 


University  of  Wisconsin 

The  University  of  Wisconsin  - 
Madison  Medical  School  will 
present  these  CME  courses: 

Mar.  29-30-  University  of  Wis- 
consin CT  Sympo- 
sium - 10  th  Anniver- 
sary Meeting, 
Edgewater  Hotel, 


Madison,  Wis. 

May  2-4  - Electrophysiologic 

Basis  for  the  Diagno- 
sis and  Management 
of  Cardiac 
Arrhythmias,  Hyatt 
Regency  Hotel,  Mil- 
waukee, Wis. 

May  9-11  - 19th  Annual  Sports 
Medicine  Sympo- 
sium, Concourse 
Hotel,  Madison,  Wis. 

May  14-15-  The  Heart  of  Cardi- 
ology is  (StiU) 
Echocardiography, 
Hyatt  Regency  Ho- 
tel, Milwaukee,  Wis. 

For  more  information,  cah 

Sarah  Aslakson,  (608)  263-2856. 


University  of  Michigan 

The  University  of  Michigan  Medi- 
cal School  will  sponsor  these  CME 
courses: 

Mar.  22  - Applied  Clinical 

Informatics  Sympo- 
sium: Topics  on  In- 
formation Systems  of 
Immediate  Impor- 
tance for  the  Practic- 
ing Clinician. 

Mar.  28-29-  Challenges  and 

Changes  in  Obstet- 
rics and  Gynecology. 
Mar.  30  - Transvaginal  Ultra- 

sormd  Workshop. 
Apr.  12-13-  Endoscopic  Sinus 
Surgery. 

Apr.  19-20-  The  Phlebotomy 

Team:  Technical  and 
Management  Per- 
spectives. 

Apr.  22-24-  Ultrasound  in  Ob- 
stetrics and  Gynecol- 
ogy- 

All  courses  will  be  held  at  the 
Towsley  Center  in  Ann  Arbor, 
Mich.  To  register,  call  (313)  763- 
MOO  or  1-800-962-3555.  □ 
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LeRoy  R.  Aders,  M.D. 

Dr.  Aders,  43,  a Kokomo  emer- 
gency physician,  died  Nov.  30, 
1995,  in  a plane  crash  near 
McClure,  Ohio. 

He  was  a 1980  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Aders,  who  had  moved  to 
Kokomo  in  1984,  was  medical 
director  of  emergency  services  at 
Howard  Community  Hospital.  He 
was  a member  of  the  American 
College  of  Emergency  Physicians. 

Edilberto  D.  Angulo,  M.D. 

Dr.  Angulo,  68,  a pediatrician  and 
allergist  from  Schererville,  died 
Nov.  3, 1995,  at  his  home. 

He  was  a 1952  graduate  of  the 
Boston  University  School  of 
Medicine  and  a U.S.  Army  veteran 
of  the  Korean  War. 

Dr.  Angulo  practiced  in 
Lansing,  111.,  before  affiliating  with 
the  Jones  Clinic  in  Mxmster.  He 
later  had  a solo  practice  in  Dyer. 

He  was  affiliated  with  the  Com- 
munity Hospital  in  Munster  and 
St.  Margaret  Hospital  in 
Hammond  and  served  as  utiliza- 
tion management  physician 
adviser  at  both  hospitals.  He  was 
chief  of  the  pediatrics  department 
at  St.  Margaret  Hospital  from  1973 
to  1976.  Dr.  Angulo  was  a member 
of  the  American  Academy  of 
Pediatrics  and  the  American 
College  of  Allergy  and  Immunol- 
ogy- 

Lowell  F.  Beggs,  M.D. 

Dr.  Beggs,  84,  a retired  Columbus 
general  surgeon,  died  Jan.  11, 1996, 
at  Columbus  Regional  Hospital. 

He  was  a 1935  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Beggs  practiced  surgery  in 
Columbus  for  43  years,  retiring  in 
1983.  He  previously  was  a surgical 


anatomy  teacher  at  Northwestern 
University  School  of  Medicine.  He 
was  a fellow  of  the  American 
College  of  Surgeons  and  the 
United  States  Section  of  the 
International  College  of  Surgeons. 

Charles  H.  Caylor,  M.D. 

Dr.  Caylor,  70,  a Bluffton 
urological  surgeon,  died  Nov.  18, 
1995. 

He  was  a 1953  graduate  of  the 
Loyola  University  Stritch  School  of 
Medicine. 

Dr.  Caylor  was  chairman  of 
the  Caylor-Nickel  Medical  Center 
in  Bluffton  and  the  third  genera- 
tion to  serve  the  clinic,  founded  by 
his  grandfather.  He  also  was 
chairman  of  the  board  of  the 
Caylor-Nickel  Research  Institute, 
Account  Specialists,  Inc.,  and  the 
Alzheimer's  Disease  Foundation. 
Dr.  Caylor  was  a member  of  the 
National  Association  for  Hospital 
Development  and  a board  member 
of  the  Old-First  National  Bank 
board  of  directors. 

Leon  H.  Chandler,  M.D. 

Dr.  Chandler,  87,  a retired  Goshen 
surgeon,  died  Dec.  12, 1995,  at  his 
home  in  Florida. 

He  was  a 1938  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Chandler  had  served  as 
chairman  of  the  surgery  depart- 
ment at  Goshen  General  Hospital, 
which  dedicated  the  surgery  wing 
to  him  in  1980.  He  began  his 
medical  career  in  Millersburg  and 
had  been  chief  surgeon  at 
LaGrange  County  Hospital. 

George  L.  Compton,  M.D. 

Dr.  Compton,  80,  a retired  Tipton 
family  practice  physician,  died 
Nov.  15, 1995,  at  Riverview 
Hospital  in  Noblesville. 

He  was  a 1942  graduate  of  the 


Indiana  University  School  of 
Medicine  and  an  Army  Medical 
Corps  veteran  of  World  War  II. 

Dr.  Compton  was  one  of  the 
founding  physicians  of  Tipton 
County  Memorial  Hospital.  He 
was  a member  of  the  IGaights  of 
Columbus  and  the  American 
Legion. 

Preston  M.  Dunning,  M.D. 

Dr.  Dunning,  76,  an  occupational 
medicine  specialist  from  Highland, 
died  Nov.  18, 1995,  at  The  Com- 
munity Hospital  in  Munster. 

He  was  a 1943  graduate  of  the 
Temple  University  School  of 
Medicine. 

Dr.  Dunning  joined  Inland 
Steel  Co.  in  1966  and  retired  as 
corporate  medical  director  in  1984. 
He  was  a member  of  the  American 
College  of  Occupational  Medicine, 
the  American  Public  Health 
Association,  the  American  College 
of  Preventive  Medicine  and  the 
original  divisional  board  at  Our 
Lady  of  Mercy  Hospital  in  Dyer. 
He  also  served  on  the  Calumet 
Area  Foundation  for  Medical  Care 
Coordinated  Care  Committee  and 
the  advisory  council  of  the  Indiana 
University  Northwest  Center  for 
Medical  Education. 

Max  M.  Earl,  M.D. 

Dr.  Earl,  77,  a Kokomo  internist, 
died  Dec.  15, 1995,  at  St.  Joseph 
Hospital  & Health  Center  in 
Kokomo. 

He  was  a 1942  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Earl,  who  had  practiced  m 
Kokomo  since  1950,  was  on  the 
staffs  of  St.  Joseph  Hospital  & 
Health  Center  and  Howard 
Community  Hospital.  In  1952,  he 
was  the  first  physician  in  Kokomo 
to  be  designated  a fellow  of  the 
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I American  College  of  Cardiology. 

I He  became  known  as  an  expert  in 
I treating  heart  disease. 

t 

\ Ralph  V.  Ganser,  M.D. 

I Dr.  Ganser,  a retired  South  Bend 
I otolaryngologist,  died  Nov.  13, 
1995,  in  Clearwater,  Fla.  He  had 
lived  in  Florida  since  retiring  in 
1987. 

He  was  a 1952  graduate  of  the 
Pritzker  School  of  Medicine  at  the 
University  of  Chicago  and  an 
Army  veteran  of  World  War  II. 

Dr.  Ganser  began  his  practice 
in  South  Bend  in  1956  and  headed 
the  North  Central  Hearing  Clinic 
from  1963  to  1976.  He  received  the 
1968  Award  of  Merit  from  the 
Hearing  and  Speech  Center  of  St. 
Joseph  County.  He  was  a feUow  of 
the  American  College  of  Surgeons. 

Melvin  D.  Gardner,  M.D. 

Dr.  Gardner,  90,  a retired  abdomi- 
nal surgeon,  died  Jan.  10, 1996,  at 
his  home  in  Michigan  City. 

He  was  a 1929  graduate  of  the 
University  of  Iowa  College  of 
Medicine. 

Dr.  Gardner  retired  in  1986. 

William  H.  Getty,  M.D. 

Dr.  Getty,  75,  a retired  Evansvihe 
internist,  died  Dec.  18, 1995,  at  St. 
Vincent  Hospital  in  Indianapolis. 

He  was  a 1945  graduate  of  the 
University  of  Michigan  Medical 
School. 

Dr.  Getty  was  affiliated  with 
Welbom  Clinic  for  33  years  and 
was  a past  president  of  the 
Vanderburgh  County  Medical 
Society. 

Marion  W.  Hillman,  M.D. 

Dr.  HiUman,  93,  former  St.  Joseph 
County  coroner,  died  Dec.  10, 
1995,  at  Venice  (Fla.)  Hospital. 

He  was  a 1928  graduate  of  the 
University  of  Michigan  Medical 


School  and  an  Army  Air  Corps 
Medical  Corps  veteran  of  World 
War  II. 

Dr.  Hillman  was  a family 
practice  physician  in  South  Bend 
from  1928  to  1963  and  served  as 
coroner  from  1948  to  1950.  He 
retired  in  1966  after  serving  two 
years  as  medical  director  of  Beatty 
Memorial  Hospital  in  WestviUe. 

He  had  been  president  of  the  St. 
Joseph  County  Medical  Society. 

William  M.  Huse,  M.D. 

Dr.  Huse,  76,  a retired  Indianapolis 
obstetrician/ gynecologist,  died 
Jan.  3, 1996. 

He  was  a 1943  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Huse  practiced  obstetrics 
and  gynecology  for  30  years, 
retiring  in  1983.  He  had  served  on 
the  medical  staffs  of  Methodist  and 
St.  Vincent  hospitals.  At  Methodist 
Hospital,  he  was  chairman  of  the 
ob/gyn  department  and  a member 
of  the  teaching  staff.  He  was  a 
fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists. 

James  A.  McClintock,  M.D. 

Dr.  McClintock,  78,  a retired 
surgeon,  died  Dec.  20, 1995,  at 
Harrison  County  Hospital.  He  was 
living  in  Corydon  at  the  time  of  his 
death. 

He  was  a 1942  graduate  of  the 
Pritzker  School  of  Medicine  at  the 
University  of  Chicago  and  an 
Army  veteran  of  World  War  II. 

Dr.  McClintock,  who  set  up  his 
practice  in  Muncie  in  1949,  prac- 
ticed general  and  plastic  surgery  at 
BaU  Memorial  Hospital  and  was  a 
teaching  instructor  in  the  Ball 
Memorial  Nursing  program.  He 
also  practiced  in  Hartford  City  and 
Corydon.  He  was  a member  of  the 
American  College  of  Surgeons. 


James  Y.  McCullough,  M.D. 

Dr.  McCullough,  86,  a retired  New 
Albany  surgeon,  died  Dec.  20, 

1995,  at  his  home. 

He  was  a 1934  graduate  of  the 
University  of  Pennsylvania  School 
of  Medicine. 

Dr.  McCullough  was  a mem- 
ber of  the  faculty  of  the  depart- 
ment of  surgery  at  the  University 
of  Louisville  and  a staff  member 
emeritus  at  Floyd  Memorial 
Hospital  and  Health  Services. 

Philip  R.  Myers,  M.D. 

Dr.  Myers,  65,  a retired  South  Bend 
emergency  physician,  died  Jan.  4, 

1996,  at  Memorial  Hospital  in 
South  Bend. 

He  was  a 1959  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
the  Korean  War. 

Dr.  Myers  retired  in  1995  as  an 
emergency  department  physician 
at  Memorial  Hospital.  He  was 
president  and  founder  of  South 
Bend  Emergency  Physicians, 
former  member  of  the  Memorial 
Hospital  Board  of  Directors, 
former  president  of  the  Memorial 
Hospital  medical  staff  and  founder 
and  former  medical  director  of 
South  Bend  Area  Paramedics.  He 
was  a charter  member,  charter 
diplomate,  life  fellow,  past  presi- 
dent and  member  of  the  board  of 
directors  of  the  American  College 
of  Emergency  Physicians. 

Warren  R.  Rucker,  M.D. 

Dr.  Rucker,  65,  an  internist  and 
former  mayor  of  Madison,  died 
Dec.  11, 1995,  at  King's  Daughters' 
Hospital  in  Madison. 

He  was  a 1957  graduate  of  the 
University  of  Louisville  School  of 
Medicine. 

Dr.  Rucker  had  been  a staff 
physician  at  Madison  State  Hospi- 
tal and  in  private  practice.  He  had 
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served  as  Jefferson  County  health 
officer,  president  of  the  King's 
Daughters'  Hospital  medical  staff 
and  president  of  the  Jefferson- 
Switzerland  County  Medical 
Society.  Dr.  Rucker  was  mayor 
from  1976  through  1983  and  a city 
councilman  from  1967  through 
1975.  He  also  was  Jefferson  Coimty 


Democratic  chairman  from  1972  to 
1978. 

James  A.  Taylor,  M.D. 

Dr.  Taylor,  75,  a retired  occupa- 
tional medicine  specialist  from 
Anderson,  died  Dec.  4, 1995. 

He  was  a 1946  graduate  of  the 
St.  Louis  University  School  of 


Medicine. 

Dr.  Taylor  had  served  as 
medical  director  of  Delco  Battery, 
Muncie,  for  10  years  and  as 
medical  director  of  Delco  Remy 
Division,  CMC,  Anderson  for  22 
years.  He  retired  in  1986.  □ 
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OFFICERS 

President  - Jerome  Melchior,  Vincennes 
Pres.-elect  - Alfred  Cox,  South  Bend 
Immediate  Past  Pres.  - William  E.  Cooper, 
Columbus 

Executive  Director  - Richard  R.  King, 
Indianapolis 

Treasurer  - Timothy  Brown, 
Crawfordsville 

Asst.  Treasurer  - Frank  Sturdevant, 
Valparaiso 

Speaker  - Peter  Winters,  Indianapolis 
Vice  Speaker  - Stephen  Tharp,  Frankfort 

EXECUTIVE  COMMITTEE 
*Jerome  Melchior,  Vincennes 
Alfred  Cox,  South  Bend 
WiUiam  Cooper,  Columbus 
Bernard  Emkes,  Indianapolis 
Timothy  Brown,  Crawfordsville 
Frank  Sturdevant,  Valparaiso 
Barney  Maynard,  Evansville 
Tom  Brubaker,  Griffith 
Peter  Winters,  Indianapolis 
Stephen  Tharp,  Frankfort 

TRUSTTEES  (Terms  end  in  October) 
District 

1 - Barney  R.  Maynard,  EvansviUe  (1998) 

2 - Fred  Ridge  Jr.,  Linton  (1996) 

3 - John  Seward,  Bedford  (1997) 

4 - Arthur  C.  Jay,  Lawrenceburg  (1998) 

5 - Fred  E.  Haggerty,  Greencastle  (1996) 

6 - Ray  A.  Haas,  Greenfield  (1997) 

7 - Paula  HaU,  Indianapolis  (1998) 

7 - John  M.  Records,  Franklin  (1996) 

*7  - Bernard  J.  Emkes,  Indianapolis  (1997) 

8 ~ John  V.  Osborne,  Muncie  (1996) 

9 - Gerald  Wehr,  Lafayette  (1997) 

10  - Thomas  A.  Brubaker,  Munster  (1998) 

11  - Regino  Urgena,  Marion  (1996) 

12  - Joseph  R.  Mantheiy,  Bluffton  (1997) 
13“  Richard  Houck,  Michigan  City  (1998) 
RMS  - Ruchir  Sehra,  Indianapolis  (1996) 
MSS  - Madeline  EversoU,  Indianapolis 

(1996) 

^Chairman 

ALTERNATE  TRUSTEES 
(Terms  end  in  October) 

District 

1 - John  Berry,  Evansville  (1997) 

2 - Ralph  Stewart,  Vincennes  (1998) 

3 - Kevin  Burke,  Jeffersonville  (1998) 

4 - Lawrence  R.  Bailey  Jr.,  Aurora  (1997) 

5 - Fred  Drake,  Terre  Haute  (1997) 

6 - Howard  C.  Deitsch,  Richmond  (1998) 


7  - Frank  Johnson,  IndianapoUs  (1998) 

7 - Craig  Moorman,  Franklin  (1997) 

7 - Girdhar  Abuja,  Indianapolis  (1996) 

8 - Susan  K.  Pyle,  Union  City  (1997) 

9 - Michael  Stewart,  Crawfordsville 

(1998) 

10  - John  L.  Swamer,  Valparaiso  (1997) 

11  - William  Mohr,  Kokomo  (1998) 

12  - Scott  Wagner,  Fort  Wayne  (1998) 

13  ~ David  Homback,  South  Bend  (1997) 
RMS  ” Dung  Nguyen,  Indianapolis  (1996) 
MSS  ~ Erin  Baker,  Indianapolis  (1996) 

AMA  DELEGATES  (Terms  end  Dec.  31) 
John  D.  MacDougall,  Indianapohs  (1997) 
C.  Dyke  Egnatz,  Schererville  (1997) 
Michael  O.  MeUinger,  LaGrange  (1997) 
John  A.  Knote,  Lafayette  (1996) 

Shirley  Khalouf,  Marion  (1996) 

William  Beeson,  Indianapolis  (1996) 
George  Rawls,  Indianapolis  (1996) 

AMA  ALTERNATE  DELEGATES 
(Terms  end  Dec.  31) 

Barney  Maynard,  EvansviUe  (1997) 

Paula  Hall,  Indianapolis  (1997) 

WUham  Cooper,  Columbus  (1997) 

Max  N.  Hoffman,  Covington  (1996) 

Alfred  Cox,  South  Bend  (1996) 

Jerome  Melchior,  Vincennes  (1996) 

DISTRICT  OFFICERS  & MEETINGS 

1 - Pres:  John  Berry,  EvansvUle 

Secy:  WUIiam  Penland,  Evansville 
Annual  Meeting:  May  16, 1996 

2 - Pres:  Merlin  Coulter,  Washington 

Secy:  R.M.C.  Harrison,  Washington 
Annual  Meeting:  May  9,  1996 

3 - Pres:  Robert  Arnold,  Salem 

Secy:  Kalen  Carty-Kemker,  Salem 
Annual  Meeting:  May  15,  1996 

4 - Pres:  Leon  Michl,  Madison 

Secy:  Howard  Jackson,  Madison 
Annual  Meeting:  May  1,  1996 

5 - Pres:  Ranganath  Vedala,  Brazil 

Secy:  Rahim  Farid,  Brazil 
Annual  Meeting:  May  30,  1996 

6 - Pres:  Ray  Haas,  Greenfield 

Secy:  Douglas  Morrell,  Rushville 
Annual  Meeting:  May  8,  1996 

7 - Pres:  Russell  Judd,  Indianapolis 

Secy:  John  Schneider,  Indianapolis 
Annual  Meeting:  June  19,  1996 

8 - Pres:  Eugene  Roach,  Anderson 

Secy:  Randall  Blake,  Anderson 
Annual  Meeting:  June  5,  1996 


9  - Pres:  Michael  Stewart,  Crawfordsville 
Secy:  Stephen  D.  Tharp,  Frankfort 
Annual  Meeting:  June  12,  1996 

10  - Pres:  Frank  Hieber,  Munster 

Secy:  Floyd  MarUey,  Hammond 
Annual  Meeting:  April  24,  1996 

11  - Pres:  William  Mohr,  Kokomo 

Secy:  Jack  Higgins,  Kokomo 
Annual  Meeting:  Sept.  11,  1996 

12  - Pres:  David  Haines,  Warsaw 

Secy:  Robert  Dykstra,  Fort  Wayne 
Annual  Meeting:  Sept.  10,  1996 

13  - Pres:  Mohammad  Arab,  LaPorte 

Secy:  Donald  Smith,  South  Bend 
Annual  Meeting:  March  20,  1996 

COMMISSION  CHAIRMEN 

Constitution  and  Bylazvs 

Fred  W.  DahJing,  New  Haven 
Legislation 

Barney  Maynard,  Evansville 
Physician  Assistance 

Robert  Nelson,  South  Bend 
Medical  Education 

Glerm  J.  Bingle,  Indianapolis 

COMMITTEE  CHAIRMEN 

Grievance 

Richard  B.  Schnute,  Indianapolis 

ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 
Adele  Lash,  Director  of  Operations/ 
Communications 

Mike  Abrams,  Director  of  Marketing/ 
Legislation 

Jennifer  L.  Floyd,  Director  of  Finance/ 
Administration 
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SEEKING  PRIMARY  CARE  PHYSI- 
CIANS to  provide  general  medical 
services  to  inmates  at  a correc- 
tional facility  located  in  the  Terre 
Haute  area.  Indiana  license 
required.  Malpractice  coverage 
available.  Contact  in  confidence: 
ANNASHAE  CORPORATION, 
Professional  Healthcare  Staffing,  1 - 
800-245-2662. 

CLINICAL  DIRECTOR,  Community 
Health  Clinic.  BC  primary  care 
physician,  MBA/MPH  degreed,  to 
serve  as  clinical  director.  Responsi- 
bilities are  60%  clinical  and  40% 
administrative  to  start,  with  gradual 
transition  into  strictly  administrative 
position.  Will  develop,  coordinate 
and  supervise  clinical  care  pro- 
grams ensuring  compliance  with 
guidelines,  schedule  provider 
personnel,  implement  and  maintain 
quality  improvement  programs, 
represent  provider  staff  to  the 
community  board.  A new  2.2M 
facility  to  be  completed  in  1997, 
funding  in  place,  will  more  than 
triple  the  space  of  the  current 
building.  You  won't  be  alone;  there 
is  considerable  support  from  the 
local  medical  community.  Safe 
and  family  oriented,  with  great 
schools,  Lafayette  is  a cosmopoli- 
tan city  complemented  by  Purdue 
University  acdemics  and  activities. 
Contact  Debby  Weber,  Recruit- 
ment, P.O.  Box  5545,  Lafayette,  IN 
47904,  (317)  448-8711. 

FOR  SALE  - 1 91 2 dinner  service  for 
1 2,  T.  Haviland,  white  with  gold  trim, 
six  service  dishes,  92  pieces,  $650. 
Louis  XVI  Ormolu  commode.  Burl 
walnut,  marble  top  and  gilded 
metal  drawers,  $1500.  Chippendale 
style  mahogany  bookcase  with 
graduated  drawers  on  bracket 
feet,  $2,600.  Green  and  gold 
Chinese  lacquer  cabinet,  5 feet 
tall,  interior  has  many  small  drawers, 
$1,900.  Mahogany  sideboard. 
Federal  style,  $1,000.  Bocar  oriental 
red  runner,  16  feet  long,  $600.  Call 
(317)  253-1865. 


CENTRAL  INDIANA  medical  consult- 
ing organization  seeking  perma- 
nent part-time  board-certified/ 
eligible  family  practitioner,  internist 
or  OM  physician  to  provide  consult- 
ing services  and  health  evaluations 
for  business  and  public  safety 
organizations.  Flexible  schedule, 
unique  opportunity  and  excellent 
potential  for  growth.  Please  send 
curriculum  vitae  to  P.O.  Box  44142, 
Indianapolis,  IN  46244. 

FOR  SALE  - Endoscopes.  2 Ritter 
electro-hydraulic  exam  chairs,  $900 
each.  Shampaign  OB/GYN  table, 
model  #2605 NL,  never  used. 

$1,000.  Amsco  electric  table, 
model  #2080,  $1,200.  Exam  floor, 
ceiling  rail  lights.  Hydro  therapy 
tubs.  Autoclaves.  Microscopes, 
steroptic,  etc.  Pediatric  scales, 
digital  and  manual.  X-ray  units, 
viewers,  cassettes,  tanks.  Ultra- 
sound cleaner.  Blood  bank  freezer. 
Blood  chemical  and  analyzer  QBC. 
EGG  monitors.  GE  SRT  Ultrasound 
3.0  sector-3.5  linear  transducers, 
excellent  condition,  $2,500. 

Siemens  Sircam  103-1 00mm  film 
camera  with  receiver  and  carrier, 
A-1  condition,  $2,500.  Send  for  list  of 
much  more  equipment.  Phone,  fax 
or  write  Bernard  Medical,  1555  Dixie 
Highway,  Park  Hills  (Covington)  KY 
41011,  (606)581-5205. 

URGENT  CARE  PHYSICIANS  WANTED: 

Arnett  Clinic,  1 1 5-physician 
multispecialty,  seeking  BC/BE  FP 
candidates  for  our  two  urgent  care 
centers  in  Lafayette.  12-hour  shifts, 

8 a.m.  to  8 p.m.  Approximately  50- 
60  patients  per  day.  Many  benefits 
including  CME  funds,  professional 
liability,  relocation.  Dynamic 
community,  a great  place  to  live. 
Money  magazine  top  20.  Physician 
Recruitment,  Arnett  Clinic,  P.O.  Box 
5545,  Lafayette,  IN  47904.  (317)  448- 
8000,  1-800-899-8448. 


PROGRESSIVE  OB/GYN  PHYSICIAN 
GROUP  in  northwest  Indiana  I 

seeking  BE/BC  pediatrician.  This  is  a ! 
busy  established  practice  doing 
approximately  40  deliveries  per  | 

month  that  wants  to  work  together  | 
as  an  alliance.  Our  office  is  affili- 
ated  with  three  contemporary  I 

hospitals  that  all  have  state-of-the- 
art  technology,  a level  11+  nursery, 
outstanding  nursing  staff  as  well  as 
full-time  anesthesia  and  newborn 
intensive  coverage.  Northwest 
Indiana  offers  a quality  lifestyle  and  I 
easy  access  to  Chicago  with  all  of 
its  wonderful  cultural  and  recre- 
ational activities.  Excellent  com- 
pensation and  benefits  package 
that  is  negotiable.  Start  immedi- 
ately. Please  send  CV  to  The 
Woman's  Wellness  Center,  Rhonda 
Volk,  Office  Manager,  9136  Colum- 
bia Ave.,  Munster,  IN  46321 . 

OPPORTUNITY  FOR  PHYSICIAN  - 

Established  or  newly  licensed  MD 
for  the  practice  of  general  medi- 
cine. Share  in  the  care  of  patient 
clientele.  Opportunity  for  growth 
and  for  possible  takeover  of 
practice.  For  private  and  confiden- 
tial interview,  phone  (317)  447-1412, 
Mon.,  Tues.,  Thurs.,  9 to  5.  Phone 
(317)  447-1693  after  4 p.m. 

MEDICAL  PRACTICE  WITH  ESTAB- 
LISHED OFFICE  AVAILABLE  in 

Columbus,  half-mile  from  Columbus 
Regional  Hospital,  junction  of  State 
Road  46  and  U.S.  31. 30+  year-old 
medical  practice  left  vacant  by 
retirement  of  family  practitioner. 

Only  expense  required  to  assume 
practice  is  rent,  utilities  and  general 
office  overhead.  1,200  square  feet, 
fully  furnished,  low-maintenance 
office  in  professional  complex. 
Exterior  maintenance,  snow 
removal  included.  Ideal  opportu- 
nity for  new  physician.  Contact  Mrs. 
White,  2756  25th  St.,  Suite  500, 
Columbus,  IN  47203;  fax  (812)  372- 
0998;  phone  (812)  379-4494  days 
only. 
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i RETIRED  PHYSICIANS  - Thinking  of 
t retiring  from  the  battie  over  shrink- 
' ing  medicai  payments?  Leave 
these  headaches  to  us.  We  are 
iooking  tor  seasoned  primary  care 
^ physicians  (aii  speciaities)  who 
want  to  work  1 /2  or  3/4  days 
severai  times  a month.  We  are 
j iocated  on  Lake  Michigan  in 
\ northern  indiana.  Piease  caii  (219) 

! 874-2500. 

j 1 15-PHYSICIAN  MIDWEST  MULTI- 
f SPECIALTY  seeking  BE/BC  candi- 
I dates:  famiiy  medicine,  pediatrics, 
urgent  care.  Serving  14  counties 
with  a popuiation  draw  of  over 
320,000.  Guaranteed  saiary  first  two 
years,  reiocation  expenses,  CME 
funds,  paid  professionai  iiabiiity, 
investment  pians,  aii  part  of  the 
many  benefits.  A safe,  thriving 
famiiy  community  with  stabie 
, economy  offers  a rewarding  quaiity 
of  iife.  Through  Purdue  University  we 
enjoy  academics,  cuiturai  events, 
entertainment  and  Big  10  sports. 
Physician  Recruitment,  Arnett 
Ciinic,  P.O.  Box  5545,  Lafayette,  iN 
47904,  (317)448-8000,  1-800-899- 
8448. 

SOUTHWESTERN  OHIO,  Greater 
Cincinnati  Area:  Board-eiigibie  or 
, board-certified  famiiy  practitioner 
wanted  to  join  existing  practice. 
Severai  opportunities  avaiiabie. 

One  in  eight  caii.  No  OB.  income 
guaranteed  (up  to  $120,000  based 
on  quaiifications  and  experience) 
for  up  to  2 years.  Reiocation 
expenses.  Maipractice  paid  for 
guarantee  period.  250-bed,  fuii- 
service,  JCAHO-accredited  acute 
care  community  hospitai.  Beautifui 
community  and  very  affordabie 
standard  of  iiving.  Exceiient  pubiic 


and  private  schooi  systems.  Great 
cuiturai  and  recreationai  opportu- 
nities. For  information,  caii  Lynn 
Oswaid,  Vice  President,  Fort 
Hamiiton-Hughes  Hospitai,  at  (513) 
867-2621. 

PEDIATRICIAN,  BC/BE,  to  join 
generai  pediatrician  and  neona- 
toiogist-pediatrician  in  northwest 
indiana.  Superior  schoois  and 
community,  many  recreationai 
opportunities,  50  miies  from  Chi- 
cago. Six  weeks  per  year  PGE  and 
vacation.  Eariy  fuii  partnership. 


Send  CV  and  cover  ietter  to  Drs. 
Covey  and  Marquez,  South  Ridge 
Pediatric  Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Vaiparaiso,  iN 
46383. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currentiy 
exist  both  within  and  outside 
indiana.  Caii  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician 
recruiter  for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  indianapoiis.  □ 


Classified  advertising  rates 

Classified  advertisements  are  published  as  a service  to  members  of  the 
Indiana  State  Medical  Association.  Only  ads  considered  to  be  of  advantage 
to  members  will  be  accepted.  Advertisements  of  a truly  commercial  nature 
(ie:  firms  selling  brand  products,  services,  etc.)  will  be  considered  for 
display  advertising.  All  orders  must  be  in  writing  and  will  automatically 
be  set  in  regular  classified  type.  Box  numbers  are  not  available. 

Charges: 

♦ ISMA  members 25^/word  ($15  minimum) 

♦ Non-members 75<t/word  ($30  niinimum) 

Deadline:  Six  weeks  preceding  month  of  publication. 

Payment  procedure:  Payment  in  advance  is  not  required.  Invoices  and 
tearsheets  are  mailed  to  advertisers  upon  publication.  Indiana  Medicine  is 
issued  on  the  10th  of  the  month  six  times  a year,  in  January,  March,  May, 
July,  September  and  November. 

Address:  Indiana  Medicine,  322  Canal  Walk,  Indianapolis,  IN  46202-3268. 

Advertisements  for  employment  containing  specifications  as  to  race,  creed, 
color,  age,  religion,  sex,  ethnic  origin  or  national  origin  may  be  unlawful 
and  professionally  improper.  Accordingly,  discriminatory  wording  is  not 
acceptable  in  Indiana  Medicine.  In  such  a case,  Indiana  Medicine  will  modify 
the  wording  and  notify  the  advertiser  of  the  change. 
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Health 

Volunteers  Overseas 


Health  Volunteers  Overseas  is 
dedicated  to  improving  the  avail- 
ability and  quality  of  health  care 
in  developing  countries  through 
training  and  education.  Volunteer 
your  skills!  Become  a member 
of  Health  Volunteers  Overseas! 


For  more  information, 
call  202-296-0928 


Advertising  index 


AllMed 137 

Astra  Merck 205,  206  | 

I 

Central  Pharmaceuticals 107  . 

Health  Volunteers  Overseas 236 

Indiana  Army  National  Guard 175  ; 

ISMA  Insurance  Agency Ill,  Cover 

Northside  Cardiology 125 

Physicians'  Directory 214 

Physicians  Insurance  Co.  of  Indiana Cover 

Reeves  Hummer 109 

Standard  Register Cover 

U.S.  Air  Force 195 

University  Place 113 


In  accepting  advertising  for  publication,  Indiana 
Medicine  has  exercised  reasonable  precaution  to 
ensure  that  only  reputable,  factual  advertisements 
are  included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
cal appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement 
of  such  is  warranted,  stated  or  implied  by  the  asso- 
ciation. 


Are  you  moving? 


If  so,  please  send  change  of  address  to  the  Indiana  State 
Medical  Association,  Membership  Department,  322  Canal 
Walk,  Indianapolis,  IN  46202-3268,  at  least  six  weeks 
before  you  move. 


Name: 


Address: 


City: 


State: 


Zip: 


County: 


Office  phone: 


Home  phone: 


IMPORTANT  - Attach  mailing  label  from  your  last  copy  of 
Indiana  Medicine  here: 


236 


INDIANA  MEDICINE/March/April  199^ 


How  solo  physicians  view  their  practices 


L3  JjS 


t ^ 


INDIANA 

MEDICINE 

The  Journal  of  the  Indiana  State  Medical  Association 


May/June  1 996 


Vol.  89,  No.  3 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND.  AT 
BALTIMORE 

MAY  23  1996 


''l  A'i  ,-  ■ 


in  every  way. 


Professional  liability  products 

for  physicians,  dentists,  group  practices, 

institutions,  and  managed  care. 

Aggressive  claim  defense 

(policyholder  consent  required  to  settle  claim). 
Risk  Management  Services. 


And  an  ’A+"  rating 
by  A.  M.  Best  Company 


PICI 


An  MAIC  Company 


8425  Woodfield  Crossing  Blvd.,  Suite  300  • Indianapolis,  IN  46240  • 1-800-284-7424 


INDIANA 

MEDICINE 


! 


The  Journal  of  the  Indiana  State  Medical  Association 


May/June  1996 


Vol.  89,  No.  3 


I featu  res 

I Managed  care  needs  proactive  physicians 242 

! Indiana  Medicine  interviews  Mark  Hochstetier,  M.D.,  president  of 
' Managed  Care  Services  for  Parkview  Heaith  System  in  Fort  Wayne, 

^ about  how  indiana  physicians  can  position  themseives  for  managed 
care. 

How  soio  physicians  view  their  practices 250 

Nine  doctors  discuss  the  pros  and  cons  of  solo  practice,  and  a 
consultant  offers  some  advice  for  surviving  as  a solo  physician. 


New  Medicaid  laws  bring  reguiatory  relief 

Indiana  lawmakers  passed  several  bills  favorable  to  physicians, 
including  two  designed  to  reduce  problems  with  the  Medicaid 
program. 


256 


Answers  to  your  questions  on  Medicaid  managed  care 260 

Effective  July  1,  all  92  Indiana  counties  will  be  participating  in  Hoosier 
Healthwise,  the  state's  Medicaid  managed  care  program.  The  ISMA 
practice  management  consultants  answer  some  of  the  most  fre- 
quently asked  questions  about  the  system. 


Statewide  medical  education  in  Indiana 264 

, The  formation  of  the  Indiana  Program  for  Statewide  Medical 
i Education  has  made  an  immediate  and  lasting  beneficial  impact  on 
I the  state's  medical  workforce. 


i 

1 


Beware  of  retirement  plan  excise  taxes 

Use  caution  when  taking  retirement  distributions  from  your  tax 
qualified  plans. 


272 


scientific  contribution 

Response  of  bidimensionally  measurable 
metastases  to  flutamide  withdrawal  in  a 
patient  with  advanced  prostate  cancer . 


How  solo  physicians  view  their  practices 


Cover  story  begins  on  page 
250.  Illustration  by  P.D.  Cooper 
of  Bloomington. 
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PHYSICIAN  ACCESS  LINE 


(► 

orthwestem  Memorial 
Hospital  is  nationally 
recognized  for  its  outstanding 
patient  care  and  as  a leader  in 
medical  research  and  education. 

p Access. 
Information. 
Assistance. 

Our  toll-free  physician  telephone  line 
is  dedicated  to  the  needs  of  referring 
physicians.  Call  us  at  1-800-MD8-3737 
(1-800-638-3737)  toO-free  Monday-Friday 
8am-5pm  for  any  of  the  following. 


•Physician  consults 

• Referrals 

♦Appointments 

•Patient 

information 

• Clinical  research 
trials 

•Continuing  medical 
education 

•Printed  materials 
about  available 
clinical  services 


Northwestern 

Memorial 

Hospital 

Exceptional  Care  in  the  Heart  of  Chicago® 
250  E.  Superior  St.  Chicago,  IL  6061 1-2950 

©1996  Northwestern  Memorial  Hospital 
A member  of  the  Northwestern  Healthcare  Network 
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Alcohol  free  Dye  free  Sugar  free  Narcotic  free 

Now  there’s  a safe,  pleasant-tasting  choice  for  cough  and  cold  sufferers  who  don’t 
need  the  added  ingredients  in  many  OTC  medicines.  With  the  strength  of  10  mg 
dextromethorphan  hydrobromide,  5 mg  phenylephrine  hydrochloride,  and  8.33  mg 
pyrilamine  maleate  per  5 mL  teaspoonful,  Codimal®  DM  represents  a new  ^ 

■ central 

concept  in  cough  suppressant,  nasal  decongestant  and  antihistamine  therapy. 


Reserved  for  your  professional  recommendation 

Codimal' DM 

Cough/Cold  Relief 

Central  Pharmaceuticals,  Inc.  Seymour,  Indiana  47274  USA  1-812-522-3915 
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CME  credit  to  be  offered 
at  1 996  ISMA  convention 

The  ISMA  and  the  Indiana  University  School  of  Medicine  will  co- 
sponsor four  continuing  medical  education  activities  at  the  1996  ISMA 
convention,  to  be  held  Oct.  18-20  at  the  Westin  Hotel  in  Indianapolis. 

David  B.  Nash,  M.D.,  the  first  director  of  the  Thomas  Jefferson  ' 

University's  Office  of  Health  Policy  and  Clinical  Outcomes  in  Phila- 
delphia, will  speak  during  the  opening  session  of  the  ISMA  House  of 
Delegates  Friday,  Oct.  18.  Dr.  Nash  has  been  nationally  recognized  for  i 
his  work  in  managed  care,  outcomes  management,  medical  staff 
development  and  quality-of-care  improvement.  He  serves  on  an 
expert  panel  convened  to  advise  the  AMA  on  its  Physician  Perfor- 
mance Assessment  program. 

"Health  Care  Delivery  System  Options,"  "Practice  Acquisition"  and 
"Best  Health  Care  Practice  Benchmarking"  are  the  other  CME  pro- 
grams. They  will  be  offered  Saturday,  Oct.  19. 

Watch  your  mail  for  more  information  on  the  convention. 

ISMA  practice  management 
seminar  focuses  on  capitation 

Which  reimbursement  model  is  best  for  you?  How  can  you  become 
more  profitable  under  a capitation  contract?  How  can  you  avoid 
conflicts  and  negotiate  effectively  with  managed  care  executives? 
These  questions  and  more  will  be  answered  at  "How  to  Roll  the  Dice 
and  Win  With  Capitation,"  a practice  management  seminar  to  be 
presented  by  the  ISMA  June  7 at  the  Adam's  Mark  Hotel  in  India- 
napolis. 

Stanley  Pappelbaum,  M.D.,  Rancho  Sante  Fe,  Calif.,  a pediatric 
cardiologist  who  develops  physician  contracting  organizations,  will 
discuss  how  risk-taking  can  put  physicians  in  the  driver's  seat.  Nathan 
Mowery,  J.D.,  of  Krieg,  DeVault,  Alexander  & Capeheart  of  India- 
napolis, will  explain  what  risk  pools  exist  and  how  physicians  can 
negotiate  a share  in  the  profits  left  in  these  pools  at  the  end  of  the 
contract  period.  Kam  McQuay,  C.P.A.,  of  Blue  & Co.  in  Indianapolis, 
will  discuss  how  to  approach  a market,  set  a price  and  retain  responsi- 
bility for  providing  health  care  services  within  that  price. 

For  information  on  this  or  any  other  ISMA  practice  management 
seminar,  call  the  ISMA,  1-800-257-4762  or  (317)  261-2060. 

Correction 

The  January /February  1996  issue  of  Indiana  Medicine  stated  that  ". . . 
physicians  and  other  health  care  providers  have  encountered  signifi- 
cant delays  and  errors  in  Medicaid  reimbursement,  resulting  in 
bankruptcy  in  some  cases."  This  information  was  taken  from  an 
Indiana  General  Assembly  Legislative  Council  Resolution,  but  the 
Indiana  State  Medical  Association  could  not  find  evidence  of  any 
physician  bankruptcies  resulting  from  Medicaid  reimbursement 
problems.  We  regret  the  error. 

y 
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CANCER.  STROKE 
HEART  AHACK. 


GOOD  MEWS. 

YOU  CAN  SURVIVE. 

BAD  NEWS. 

YOU  CAN  GO  BROKE  SURVIVING. 


SumvoK 


Endorsed  by: 


% 


Indiana 
State 

Medical  r 
Association 


pays  a 100%  lump  sum  benefit 
upon  diagnosis  of  11  covered 
critical  illnesses  to  pay  off  your 
mortgage,  pay  for  uncovered 
medical  costs,  or  help  with  other 
ongoing  expenses. 


For  more  information,  call: 

ISMA  Insurance  Agency 
1-800-442-ISMA 
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Managed  care  need; 


Bob  Carlson 
Indianapolis 
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-f  the  questions  in  this  inter- 
view sound  like  ones  you've  been 
wanting  to  ask  about  managed 
care,  it's  probably  because  they 
were  submitted  to  Indiana  Medicine 
by  practicing  Indiana  physicians. 

To  get  some  answers,  we  went 
to  Mark  A.  Hochstetler,  M.D., 
president  of  managed  care  services 
with  Parkview  Health  System  in 
Fort  Wayne  since  June  1992.  He  is 
responsible  for  managed  care  op- 
erations and  60,000  covered  lives 
in  Indiana  and  Ohio.  Parkview 
Health  System  is  a not-for-profit 
tax  exempt  corporation,  with  three 
hospital  affiliates  in  northeast  Indi- 
ana. Dr.  Hochstetler  is  also  chief 
executive  officer  of  Parkview  Me- 
morial Hospital's  Signature  Care 
PPO  and  medical  director  of  the 
Parkview  PHO. 

Before  he  joined  Parkview  Me- 
morial Hospital  in  1992,  Dr. 
Hochstetler  was  medical  director 
and  vice  president  for  the  central 
U.S.  managed  care  subsidiaries  of 
Lincoln  National  Corporation  in 
Fort  Wayne.  From  1988  to  1990,  he 
held  part-time  positions  as  associ- 
ate medical  director  and  manager 
of  health  services  with  Key  Health 
Plan  HMO  in  Indianapolis  while 
practicing  as  a family  practitioner. 

A graduate  of  the  Indiana  Uni- 
versity School  of  Medicine,  Dr. 
Hochstetler  is  a member  of  the 
American  Academy  of  Family 
Physicians,  the  American  College 
of  Physician  Executives  and  the 
National  Association  of  Managed 
Care  Physicians. 

Although  Dr.  Hochstetler  may 
say  things  you  don't  want  to  hear, 
he  hopes  you  will  come  to  share 
his  view  that  managed  care  offers 
physicians  incredible  opportuni- 
ties to  impact  the  future  of  their 
profession. 


Indiana  Medicine:  What's  your 
definition  of  managed  care? 

Hochstetler:  My  definition  of  man- 
aged care  would  be  any  organized 
attempt  to  match  up  health  care 
delivery  with  a network  of  selected 
providers  who  agree  to  be  ac- 
countable for  both  the  clinical  out- 
comes as  well  as,  depending  on  the 
network  arrangement,  the  financial 
accountability  for  the  care.  That 
covers  a fairly  broad  set  of  ar- 
rangements that  are  out  there. 
Some  people  would  argue  that 
only  HMOs  are  truly  managed 
care,  but  I tend  to  define  it  fairly 
broadly.  I view  managed  care  as  a 
continuum  of  arrangements  that 
include  PPOs,  POS  plans,  HMOs 
and  other  weird  arrangements. 

Indiana  Medicine:  How  does 
managed  care  differ  from  capita- 
tion? 

Hochstetler:  Capitation  is  simply 
one  form  of  reimbursement  under 
a managed  care  arrangement,  al- 
though you  can't  look  at  it  simply 
as  a reimbursement  arrangement 
because  capitation  managed  by 
providers  forces  a comprehensive 
review  of  everything  you  do  in 
health  care.  It  implies  a limited  set 
of  providers.  It  implies  not  only  ac- 
countability for  clinical  outcomes, 
but  clearly  accountability  for  finan- 
cial results.  It  forces  you  to  care- 
fully examine  the  process  of  clini- 
cal care  and  the  roles  various  pro- 
viders play  in  the  process. 

Managed  care  isn't  a mono- 
lithic arrangement.  It  is  an  entire 
set  of  tools  to  improve  the  way 
care  is  delivered  and  financed. 
HMOs  are  simply  an  insurance 
mechanism  or  arrangement  to  ac- 
complish part  of  what  managed 
care  aims  to  do.  There  are  a whole 
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[Variety  of  mechanisms  to  do  that. 
Indiana  currently  recognizes  two. 

It  registers  and  regulates  PPO  ar- 
rangements and  regulates  and 
very  closely  monitors  HMO  ar- 
rangements. They  are  just  insur- 
ance mechanisms. 

Indiana  Medicine:  Capitation  is  a 
word  that  seems  to  strike  fear  into 
the  hearts  of  physicians,  particu- 
larly in  areas  like  Indiana  where 
maybe  it  hasn't  penetrated  as  far 
as  in  some  other  areas  of  the 
coxmtry.  Can  you  briefly  discuss 
capitation  from  a physician  per- 
spective? 

Hochstetler:  Capitation  is  viewed 
by  many  physicians  as  an  un- 
known evil.  They've  heard  a lot  of 
bad  stories  about  it.  One  problem 
with  managed  care  is  that,  like  any 
new  and  emerging  way  of  doing 
business,  there  have  been  a variety 
of  entrepreneurs  involved  who 
: have  made  a quick  buck  and  got- 
ten out.  Some  people  have  been 
hurt  in  capitation  arrangements 
because  they  didn't  know  what 
they  were  doing,  they  didn't  read 
the  fine  print,  and  they  got  burned. 

As  a physician,  I thhik  that 
capitation  correctly  administered 
by  a provider-sponsored  network 
can  actually  be  better  for  patients 
because  it  allows  the  physician  to 
allocate  dollar  resources  to  health 
care  needs  in  a rational  way.  From 
an  ethical  point  of  view,  I believe  it 
is  critical  that  capitation  risk  is  as- 
sumed on  a group  basis,  not  on  an 
individual  basis.  That  allows  the 
individual  physician  to  act  as  the 
patient's  advocate  while  meeting 
the  group's  expectation  that  they 
will  practice  high-quality  medi- 
cine, which  almost  always  costs 
less  than  poor-quality  care  that 
forces  the  clinical  process  to  be  re- 


peated or  intensified. 

With  fee-for-service,  we're  on 
a benefit  plan  that  generally  only 
pays  for  illness  care,  not  for  health 
care.  The  benefits  are  limited  to 
whatever  the  insurance  company 
or  the  employer  decided  they 
wanted  to  cover.  Typically,  you 
would  find  the  plan  doesn't  cover 
irnmunizations,  doesn't  cover 
physicals,  doesn't  cover  anything 
other  than  illness  care  because  in- 
surance was  originally  organized 
only  to  cover  catastrophic  events 
and  illness.  Insurance  tends  to  be 
illness-oriented,  not  health-ori- 
ented. There's  a saying  in  the  man- 
aged care  industry  that  the  best 
way  to  reduce  medical  care  cost  is 
to  increase  health.  Typical  insur- 
ance programs  don't  really  pro- 
mote an  increase  in  health  status. 
Capitation  is  much  more  likely  to 
promote  this,  especially  if  it  is  ad- 
ministered by  a responsible  pro- 
vider group. 

Indiana  Medicine:  How  deeply 
does  managed  care  have  to  pen- 
etrate a market  before  a physician 
practice  becomes  vulnerable  to 
going  out  of  business  or  other 
problems? 

Hochstetler:  The  question  makes 
the  assumption  that  if  I don't 
change  anything  in  my  practice 
and  managed  care  makes  an  entry, 
how  long  before  it  becomes  a 
threat  to  the  well-being  of  my 
practice?  To  assume  that  you're 
not  going  to  change  the  way  you 
do  business  in  a rapidly  changing 
managed  care  environment  is 
probably  a mistake.  In  clinical 
medicine  we  deal  with  new  drugs 
and  therapies  and  new  approaches 
to  care  all  the  time.  To  assume  that 
the  business  side  of  medicine 
won't  also  change  is  probably  a bit 


naive.  Thirty  percent  HMO  pen- 
etration of  a market,  without  phy- 
sicians recognizing  that  fact  in 
their  business  planning,  will  pose 
significant  financial  challenges  for 
the  practice. 

Indiana  Medicine:  How  can  a 
physician  tell  if  his  or  her  practice 
is  vulnerable? 

Hochstetler:  The  first  thing  a phy- 
sician will  notice  is  that  the  trend 
in  income  or  net  revenues  from 
year  to  year  will  begin  to  flatten 
out  or  even  begin  to  decrease. 
You're  certainly  seeing  that  in 
some  of  the  metropolitan  market- 
places here  in  Indiana,  particularly 
with  the  subspecialties.  That's 
mostly  due  to  discounted  fee-for- 
service  reimbursement,  where 
physicians  have  contracts  stipulat- 
ing the  acceptance  of  payment  in 
full  from  the  insurer  and  collect 
nothing  from  the  patients  except  a 
copay.  These  fee  schedules  are 
starting  to  flatten  out  or  decrease. 
There's  no  capitation  involved 
there.  It's  simply  being  paid  less 
for  what  you  do  because  there's 
significant  competition  from  other 
physicians. 

A second  indicator  would  be 
that  you'd  actually  see  a shift  in 
your  payer  mix.  You  would  see 
more  managed  care  contracting 
where  payers  are  paying  you  an 
amount  that  is  substantially  less 
than  your  charges  and  that  may 
move  close  to  or  below  your  costs. 
If  you  begin  to  see  that  segment 
growing  in  your  market  and  in 
your  practice,  that's  another  sign 
that  you  may  be  vulnerable. 

In  this  kind  of  marketplace, 
not  knowing  the  actual  cost  of  do- 
ing business  is  a real  detriment.  By 
that,  I mean  analyzing  the  work 
that  you  do  and  the  care  that  you 
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provide,  let's  say  on  a relative 
value  unit  basis,  so  that  you  would 
know  your  cost  per  relative  value 
unit.  Most  physicians  don't  know 
their  costs.  They  don't  know  much 
about  their  fixed  costs,  variable 
costs  or  their  margins,  and  they  re- 
ally don't  know  what  their  reim- 
bursement is.  They  do  know  what 
their  charges  are,  but  I believe 
those  are  a poor  basis  for  financial 
analysis.  As  managed  care  pen- 
etrates the  marketplace  to  a greater 
degree,  no  one  pays  your  charges 
anyway,  so  if  you  gauge  every- 
thing by  "this  is  a percentage  of 
my  charges,"  that's  like  talking 
about  the  manufacturer's  sug- 
gested retail  price  on  a car.  GM 
doesn't  report  its  financials  back  to 
its  shareholders  based  on  MSRP, 
they  report  it  back  on  what  they 
actually  collect  for  a car.  Physi- 
cians should  look  at  their  practice 
in  the  same  way. 

Indiana  Medicine:  How  does  a 
physician  determine  his  or  her 
cost  of  doing  business? 

Hochstetler:  Like  any  other  busi- 
ness, physicians  need  to  know 
their  fixed  costs  and  their  variable 
costs,  because  if  you're  asked  to 
take  a fee  schedule  or  a capitation 
arrangement,  your  financial  suc- 
cess will  be  directly  proportional 
to  your  ability  to  manage  your 
costs.  The  best  way  I could  put  it  is 
that  we're  moving  to  a different 
costing  or  pricing  mechanism  than 
what  we've  had  historically  in 
medicine.  We've  always  been  in 
what  I call  a cost-based  pricing 
(charges)  mode,  which  meant  we 
decided  what  price  we  would 
charge  in  the  marketplace  on  a 
cost-plus  basis.  Historically,  we've 
always  said,  OK,  this  is  what  it 
costs  to  run  an  office,  to  hire  an  of- 


fice staff.  That's  my  cost.  I'm  going 
to  add  my  target  income  to  my 
cost,  here's  the  number  of  units  I 
think  I'm  going  to  provide  next 
year,  and,  voila,  that's  my  charge. 
And  we  basically  got  paid  that 
charge  for  a long  time. 

Today,  we're  seeing  the  flip 
side  of  that,  where  the  purchasers, 
either  directly  as  employers  or 
through  their  agents,  the  insurance 
companies,  are  saying,  "No,  this  is 
the  price  we're  willing  to  pay,  so 
you're  going  to  have  to  take  that 
price,  whether  it's  a maximum  fee 
schedule  or  a capitation  amount, 
and  you're  going  to  have  to  control 
your  internal  costs  in  order  to  gen- 
erate the  net  income  that  you 
want."  We've  never  really  had  to 
deal  with  this  before.  I call  if  price- 
based  costing. 

That's  probably  one  of  the  big 
lessons  of  capitation  - you  have  to 
know  your  cost,  because  if  your 
costs  exceed  or  leave  very  little 
margin  at  the  fixed  reimbursement 
you're  receiving,  you're  not  going 
to  do  very  well  as  ongoing  busi- 
ness. 

Indiana  Medicine:  All  right,  so  a 
physician  reads  that  Hochstetler 
says,  "I've  got  to  know  my  cost." 
What  does  that  doc  do?  Does  he 
call  an  accountant?  Does  he  call  a 
consultant?  Does  he  tell  his  prac- 
tice manager,  "Go  figure  out  my 
cost"? 

Hochstetler:  Any  and  all  of  the 
above.  I can  thirik  of  physicians 
here  in  Fort  Wayne,  including 
some  who  are  solo,  who  have  done 
it  on  their  own.  They've  set  up 
their  costs  and  their  fee  schedule 
on  an  RVU  (relative  value  unit)  ba- 
sis. You  can  pick  Medicare  or  the 
McGraw  Hill  system  to  do  the 
analysis  - they're  just  tools  to  per- 


form the  analysis.  Some  large  spe-  Ac 
cialty  groups  have  had  their  busi-  m 
ness  managers  do  it  themselves.  K: 
Other  physicians  have  used  con-  m 
sultants.  A solo  physician  can  do  itK 
himself  if  he  has  the  time,  some  h 

good  analytical  skills  and  a good  ft 
billing  information  system.  But  theft 
point  is  they  have  begun  to  iden-  ft 
tify  their  costs  of  doing  business,  ft 

Indiana  Medicine:  What  can  phy-  ft 
sicians  do  to  position  themselves  I 
for  managed  care?  ft 

ft 

Hochstetler:  They  can  do  a num-  ft 
her  of  things.  They  need  to  know  ft 
their  costs,  as  I emphasized  in  the  ft 
last  question.  They  also  need  to  ft 
know  patient  satisfaction  data  and 
use  it  to  improve  their  practice. 

The  Fort  Wayne  Medical  Society  is 
working  on  a project  to  see 
whether  we  can  offer  patient  satis- 
faction surveys  on  a service  bureau 
basis  to  the  physician  membership. 
The  goal  is  to  give  physicians  ac- 
cess to  patient  satisfaction  data 
from  a credible  third-party  source, 
which  can  be  utilized  in  quality 
improvement  efforts  as  well  as  a 
benchmark  against  the  member  I 

satisfaction  data  gathered  by  man-  I 

aged  care  organizations.  I 

Physicians  must  ensure  that  I 

patients  have  adequate  access  to  I 

care,  which  involves  both  geogra-  I 
phy  and  hours. 

In  an  increasingly  competitive  I 
marketplace,  knowing  what  kind  j 

of  clinical  outcomes  you  have 
achieved  is  important.  The  idea 
there  is  that  we're  all  trying  to 
achieve  the  highest  obtainable  ! 

clinical  outcome  we  can  for  the 
lowest  justifiable  cost,  and  that  in-  I 

volves  some  bench  marking.  If  j' 

you're  a cardiology  group,  [you 
want  to  know]  how  many  cardiac 
catheterizations  you  perform  corn- 
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pared  to  a similar  group,  and  what 
are  the  clinical  results?  How  many 
of  those  are  false  positives?  In 
other  words,  we  thought  they  had 
heart  disease,  but  when  we  did  the 
cath,  it  was  normal.  There's  always 
a certain  number  of  those,  but  if 
you  do  too  many,  maybe  you're 
being  a little  too  aggressive  in  do- 
ing your  heart  caths.  Again,  we 
have  to  be  able  to  demonstrate 
how  good  we  are. 

Everyone  has  always  taken  for 
granted  that  we're  all  providing 
the  highest  quality  medicine,  but 
purchasers  are  begiiming  to  ques- 
tion whether  that's  really  true.  Is 
more  necessarily  better?  Being  able 
to  demonstrate  that  you  know  how 
to  provide  good  care  management, 
having  good  communication  skills, 
knowing  how  you  compare  with 
the  competition  - they  are  all  im- 
portant. 

Being  board  certified  is  impor- 
tant. That's  a pretty  controversial 
area  in  medicine  but  it's  certainly 
being  demanded  by  the  purchasers 
of  health  care,  which  are  mainly 
the  employers.  Being  able  to  dem- 
onstrate continuing  medical  edu- 
cation activities,  that  you're  at- 
tempting to  improve  yourself,  is 
important.  What  it  really  boils 
down  to  is  showing  that  you  pro- 
vide the  highest  value  to  your  cus- 
tomers, because  you  are  more  than 
competent  internally.  It's  been 
hard  for  us  to,  one,  recognize  who 
exactly  are  the  customers  and,  two, 
determine  what  is  important  to 
them.  That's  one  of  the  challenges 
in  medicine  today. 

Indiana  Medicine:  Let's  say  we 
have  a small  group  or  even  a solo 
practice.  What  are  the  options  for 
putting  in  place  a mechanism  that 
will  generate  the  appropriate  out- 
comes data,  patient  satisfaction 


data,  etc.?  Again,  are  we  talking 
about  consultants,  or  how  would 
that  work  for  somebody  who 
wants  to  implement  that  in  their 
practice? 

Hochstetler:  It's  very  difficult  for  a 
small  practice  to  do  that.  Quite 
frankly,  the  level  of  organization 
needed  to  really  get  at  those  ques- 
tions and  get  at  the  resources  re- 
quired is  more  and  more  requiring 
at  least  30  to  40  physicians  orga- 
nized fairly  functionally.  The  orga- 
nization doesn't  require  a medical 
group  with  merged  assets;  it  can 

The  bottom  line  for 
physicians  dealing  with 
managed  care  is  the  need 
to  get  organized.  ^ ^ 

be  an  IP  A,  MSO  or  PHO  as  long  as 
everyone  agrees  to  be  accountable 
to  each  other  and  have  common 
goals. 

You  also  have  to  look  at  how 
you  interact  with  the  medical  care 
system.  Medical  care  is  very  inter- 
dependent. Ear,  nose  and  throat 
specialists  don't  stand  separately 
from  cardiologists  who  don't  stand 
separate  from  family  physicians. 
They're  all  very  interrelated 
through  and  overlapping  responsi- 
bilities for  patients  they  care  for  on 
a joint  basis.  Within  a single  prac- 
tice you  can  look  at  your  cost,  and 
then  your  problem,  of  course,  is 
where  do  you  find  benchmarking 
data  to  compare  your  cost  to  some- 
body else.  That's  where  a consult- 
ant or  a good  accountant  can  get 


involved,  especially  someone  who 
specializes  in  health  care  services. 

My  advice  to  physicians  is  that 
they  need  to  get  organized.  I don't 
mean  in  professional  trade  associa- 
tions like  the  state  medical  associa- 
tion, which  I think  is  fine  for  politi- 
cal purposes  and  other  services  the 
association  provides,  but  for  the 
business  purposes  of  health  care. 
You're  talking  about  a $1.1  trillion 
dollar  industry  that  consumes  14% 
of  our  gross  domestic  product.  It's 
a big  business;  to  think  it's  not  is  to 
kid  ourselves. 

The  key  to  success  in  any  kind 
of  business,  especially  when  it's 
rapidly  changing,  is  some  type  of 
organization.  What  you  see  is  phy- 
sicians organizing  themselves  into 
PHOs,  MSOs;  you  see  providers  in 
some  areas  actually  getting  their 
own  HMO  licenses  or  forming  net- 
works. If  you  get  organized,  you 
can  share  resources,  expenses  and 
expertise.  You  gain  market  lever- 
age, and  you  make  yourself  more 
attractive  to  purchasers  who 
would  rather  sign  one  contract  in- 
stead of  200.  The  bottom  line  for 
physicians  dealing  with  managed 
care  is  the  need  to  get  organized. 

Indiana  Medicine:  What  are  man- 
aged care  plans  looking  for  in 
physicians?  At  a minimum,  they 
seem  to  want  board  certification. 

Hochstetler;  That's  true.  It  is  an  ex- 
pectation driven  by  the  report 
cards  (HEDIS)  being  issued  by 
HMOs  to  employers.  One  of  the 
data  items  on  the  report  card  is  the 
number  of  board-certified  physi- 
cians in  the  HMO  plan. 

They're  also  going  to  look  at 
access  questions.  Do  you  provide 
geographic  coverage?  For  instance, 
if  you're  a cardiology  group,  do 
members  of  the  group  staff  clinics 
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in  outlying  hospitals?  What  are 
your  clinical  outcomes?  What  are 
your  patient  satisfaction  scores? 
Are  you  willing  to  accept  the  reim- 
bursement arrangement?  Can  you 
accept  the  reimbursement  arrange- 
ment and  remain  financially  vi- 
able? In  other  words,  do  you  know 
your  costs? 

You're  also  going  to  find  that 
many  payers  assume  that  quality 
is  the  same  across  the  spectrum. 
I've  had  large  employers  tell  me 
unless  you  can  prove  that  you're 
appreciably  better  or  they  are  ap- 
preciably worse,  we're  going  to  as- 
sume that  the  quality  is  the  same 
across  the  board,  and  the  only 
thing  to  differentiate  the  services 
you  provide  is  the  price  that  you're 
willing  to  accept.  A pretty  cynical 
outlook,  but  I think  a realistic  one 
in  an  environment  where  there 
isn't  a great  deal  of  comparative 
data,  where  the  employer  doesn't 
really  know  how  anyone  defines 
value,  and  where  the  approach  to 
the  marketplace  is  to  buy  at  the 
lowest  cost,  which  everyone  un- 
derstands. In  some  cases,  we  have 
more  capacity  (both  physicians 
and  hospital  beds)  than  what  the 
system  requires.  Anytime  you 
have  an  oversupply  situation, 
price  becomes  the  principal  factor 
in  negotiations. 

Indiana  Medicine:  Once  some 
fairly  reliable  or  effective  quality 
measures  are  instituted,  does  that 
mean  you're  going  to  have  some 
attrition  on  the  provider  side? 

Hochstetler:  I think  it  is  a potential 
for  some  segments  of  our  industry. 

It  s a little  hard  to  read.  You  hear 
all  the  horror  stories  from  the  West 
Coast,  but  you  have  to  be  careful, 
extrapolating  the  West  Coast  expe- 
rience to  Indiana  Health  care  is 


very  local  and  regional.  To  ex- 
trapolate you  must  understand  the 
market  forces  in  both  locations  and 
apply  the  experiences  that  are 
common.  To  apply  broad  generali- 
zations or  dismiss  it  all  as  totally 
irrelevant  are  equally  dangerous 
approaches  to  strategic  planning. 

Indiana  Medicine:  Do  managed 
care  organization  want  a jack  of 
all  trades? 

Hochstetler:  In  general,  the  answer 
is  yes.  The  span  of  services  defined 
by  that  phrase  varies  anywhere 
from  being  pretty  broad  for  a spe- 
cialty like  family  practice  and 
somewhat  more  narrowly  defined 
in  basic  cardiology.  Unless  you 
provide  a very  unique  service  that 
no  one  else  can  reasonably  dupli- 
cate, there's  going  to  be  competi- 
tion for  those  services.  As  a pur- 
chaser, the  more  value  you  offer 
my  employees,  in  other  words,  the 
greater  the  spectrum  of  services  in 
one  place,  the  more  competitive 
you're  going  to  be. 

Indiana  Medicine:  Can  you  give 
us  an  example? 

Hochstetler:  Let's  take  a specialty 
like  ophthalmology.  If  you  offer 
just  one  of  the  sub^specialties  in 
ophthalmology,  you're  vulnerable 
to  competition  in  the  marketplace 
unless  you're  absolutely  the  best  at 
it  and  you  can  show  a demon- 
strated track  record  that  you  have 
the  best  clinical  outcomes  at  the 
most  competitive  price.  Otherwise, 
you  need  to  be  prepared  to  offer 
approximately  95%  of  the  services 
found  in  ophthamology. 

Indiana  Medicine:  How  long  does 
it  take  managed  care  to  expand, 
say,  from  10%  to  70%  in  a given 


marketplace?  j 

Hochstetler:  What  I tell  people  is, 
if  you  look  at  southern  California, 
which  is  a benchmark  for  a lot  of 
people,  you  basically  saw  people 
move  through  the  four  stages  of 
managed  care  over  a period  of 
about  10  years.  Many  people  feel 
that  in  the  Midwest  those  changes  ■ 
won't  take  nearly  as  long.  There 
are  a couple  of  reasons  for  that. 

One  is  that  the  mistakes  have  al- 
ready been  made  out  on  the  West 
Coast  and  the  East  Coast  and  the 
people  involved  are  likely  not  to 
make  some  of  the  same  mistakes 
again.  They're  smart  people.  The 
marketplaces  out  there  are  becom-  ' 
ing  very  crowded,  and  so  the  same  ’ 
individuals  who  helped  formed 
them  ~ and  they're  not  just  con- 
sultants or  insurance  companies, 
they're  also  physician  groups  ™ are 
beginmng  to  take  that  success 
record,  those  lessons  learned,  to 
other  marketplaces  around  the 
country  and  make  things  happen. 

It's  entrepreneurial  activity  and  it's 
here  in  Indiana  today.  There's  a 
large  California  IP  A,  the  Heritage 
Medical  Group,  operating  in  Indi-  , 
ana  in  an  attempt  to  organize  the  1 1 
marketplace.  I 

Indiana  Medicine:  What  parts  of 
Indiana  is  Heritage  looking  at? 

Hochstetler:  I don't  know  the  ex-  1 

tent  of  their  activity  exactly,  but  i 

they  are  active  in  most  areas  of  the  | 
state.  In  fact,  they're  in  places 
people  would  find  surprising. 

Indiana  Medicine:  Why  is  that? 

Hochstetler:  In  southern  Indiana  I 

counties  where  you  wouldn't  think  i 

there's  much  managed  care.  Heri- 
tage is  contracting  physicians  into 
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la  physician  IPA  arrangement. 
They're  a layer  between  the  physi- 
cian and  the  payer.  Basically,  they 
i feel  they  know  how  to  organize  a 
marketplace  and  they  feel  provid- 
ers in  Indiana  don't  know  how  to 
organize  themselves.  They  feel 
there  is  a business  opportunity  be- 
cause they  understand  how  care  is 
' provided  and  financed.  They  see 
an  opportunity  in  a relatively  im- 
mature marketplace  to  come  in,  or- 
ganize how  care  is  delivered,  at- 
tach to  that  the  willingness  to  ac- 
cept accountability  for  the  financial 
part  of  it,  and  basically  make  a nice 
living  doing  it. 

You're  going  to  see  changes 
more  quickly  in  Indiana  than  what 
you  have  seen  in  other  markets. 

We  shouldn't  sit  here  and  think 
i that  it's  not  going  to  happen  in  In- 
I diana.  If  nothing  else,  we  have  an 
i obligation  to  ourselves,  our  com- 
, munities  and  our  patients  to  en- 
sure that  health  care  dollars  are 
spent  on  health  care  and  dont't 
simply  end  up  as  bounty  money  in 
the  pocket  of  an  entrepreneurial 
health  plan  that  took  advantage  of 
a disorganized  provider  commu- 
nity and  a set  of  purchasers  who 
were  simply  delighted  to  slow 
down  the  rate  of  increase  in  their 
premiums. 

Indiana  Medicine:  What  happens 
to  physicians  whose  practices  are 
owned  by  hospitals  which  in  turn 
may  be  threatened  by  a managed 
care  take-over.  Is  that  a real  life 
scenario  here? 

Hochstetler:  It  assumes  that  there 
are  going  to  be  a fair  number  of 
hospitals  going  out  of  business  be- 
cause of  managed  care  coming  to 
this  market,  and  I would  say  that 
in  Indiana  that's  not  going  to  hap- 
pen to  a great  extent. 


If  you  look  at  Indiana  in  gen- 
eral, because  of  our  history  of  cer- 
tificate of  need  laws,  the  state  con- 
trolled the  proliferation  of  hospi- 
tals and  facilities  for  25  years,  and 
Indiana  in  general  doesn't  have  too 
many  hospitals.  We  still  have  too 
many  hospital  beds,  but  the  hospi- 
tals have  been  doing  a good  job  of 
downsizing  themselves  to  accom- 
modate the  marketplace. 

As  a result,  physicians  em- 
ployed by  hospitals  and  health 
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We  shouldn't  sit  here 
and  think  that  it's  not 
going  to  happen  in 
Indiana, 


systems  are  relatively  secure  be- 
cause of  the  capital  available  in  the 
hospital.  From  a business  perspec- 
tive, they  are  in  better  shape  than 
the  majority  of  physicians,  who 
have  no  financial  reserves  for  capi- 
tal investments.  Most  of  the  hospi- 
tals that  would  be  threatened  with 
going  out  of  business  probably 
can't  afford  the  investment  re- 
quired to  invest  in  physician  prac- 
tices. 

Indiana  Medicine:  How  does 
managed  care  affect  a physician's 
income? 

Hochstetler:  It  probably  depends 
on  your  specialty.  Primary  care 
physicians  are  generally  going  to 
see  their  incomes  stay  fairly  stable 
and  perhaps  even  increase,  de- 
pending on  what  risk  arrange- 
ments they  enter  into.  How  much 


accountability  do  they  want  to  ac- 
cept for  managing  various  patients 
in  a delivery  system  and  the  fi- 
nances that  go  with  it?  In  other 
words,  if  you're  a primary  care 
physician,  you  can  take  risks  for 
the  services  that  you  provide  in 
your  office,  or  you  could  take  risk 
for  all  professional  reimbursement, 
which  would  include  all  specialists 
that  you  refer  to,  or  for  the  entire 
insurance  dollar,  which  includes 
hospitals  and  facilities.  Various 
physician  groups  have  done  that  in 
various  ways. 

Specialists,  I think,  in  general 
will  see  their  revenues  or  incomes 
begin  to  flatten  out  and  perhaps 
even  decrease,  although  the  for- 
ward-thinking specialists  who  join 
up  with  the  right  partners,  get 
themselves  into  organized  con- 
tracting arrangements  and  get  ac- 
cess to  capital,  should  do  just  fine 
financially. 

Primary  care  physicians,  at 
least  for  now,  tend  to  be  much  bet- 
ter insulated  against  the  possibility 
of  decreasing  income. 

Indiana  Medicine:  How  does 
managed  care  in  Indiana  differ 
from  managed  care  in  other  mar- 
kets? 

Hochstetler:  For  one  thing,  we 
have  a dramatically  lower  man- 
aged care  penetration  than  all  the 
four  states  surrounding  us.  It's 
very  striking  if  you  look  at  a map 
which  shows  the  degree  of  man- 
aged care  penetration  in  all  50 
states.  Illinois,  Michigan,  Ohio  and 
Kentucky  all  have  about  19%  to 
22%  HMO  penetration.  Kentucky 
lags  a bit  behind  that,  but  I think  it 
is  about  14%  to  15%,  and  then  you 
have  Indiana  at  around  9%  or  10%. 

Indiana  Medicine:  How 
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"trapped"  are  physicians  once 
managed  care  has  penetrated  a 
marketplace? 

Hochstetler:  They're  as  trapped  as 
they  want  to  be.  Physicians  have  a 
real  opportunity  in  front  of  them. 
I've  moved  in  the  last  six  years 
from  being  someone  who  was  in 
clinical  practice  taking  care  of  pa- 
tients, but  dabbling  with  managed 
care  on  the  side  as  a career  interest, 
to  being  involved  in  it  full  time  to- 
day. That's  my  personal  choice, 
but  I genuinely  enjoy  helping  other 
physicians  approach  managed  care 
as  an  opportunity  to  improve  both 
the  clinical  and  the  financial  as- 
pects of  care.  In  fact,  managed  care 
is  really  just  another  evolutionary 
step  in  our  transition  to  wherever 
we're  going  with  health  care  in 
general.  It's  not  an  end  in  and  of  it- 
self. 

The  point  for  physicians  to  ap- 
preciate is  we've  been  very  content 
for  a long  time  to  simply  providing 
care  to  individual  patients  who  we 
saw  on  a one-on-one  clinical  basis 
and  with  payment  largely  pro- 
vided by  a third  party.  We  are  now 
challenged  with  the  premise  that 
this  old  paradigm  doesn't  neces- 
sarily hold  up  as  a sustainable 
strategy  into  the  future.  We've 
been  very  happy  to  accept  pay- 
ment for  our  services,  but  disen- 
gaged ourselves  from  the  other  as- 
pects of  health  care  financing.  I 
don't  think  that's  sufficient  any 
more. 

Physicians  need  to  take  a lead- 


ership role  and  be  proactive,  not 
reactionary,  which  is  what  we  tend 
to  do  as  a profession.  When  the 
Clinton  health  plan  died,  the  fed- 
eral government  ceded  health  care 
reform  to  the  marketplace.  It's  an 
incredible  opportunity  for  physi- 
cians to  step  up  to  the  plate.  We 
need  to  develop  some  kind  of  vi- 
sion of  how  we  think  health  care 
ought  to  be  provided  and  financed 
in  our  communities.  Physicians  are 
the  key.  As  I tell  people,  the  most 
expensive  instrument  in  the  hospi- 
tal is  not  the  newest  MRI  scanner 
the  hospital  just  purchased.  It  is 
the  physician's  pen.  That  instru- 
ment controls  85%  of  health  care 
costs.  As  a result,  physicians  have 
an  incredible  responsibility  and  an 
incredible  opportunity  to  impact 
what  goes  on. 

Indiana  Medicine:  How  easy  is  it 
for  physicians  to  move  into  a 
managed  care  market? 

Hochstetler:  If  physicians  want  to 
get  into  managed  care  and  become 
successful  at  it,  it  comes  down  to 
being  organized,  realizing  that  not 
everybody  can  or  wants  to  partici- 
pate in  that  kind  of  enterprise.  The 
challenges  for  organized  medicine 
are  interesting  in  that  state  medical 
societies  often  look  at  whether 
they  should  organize  managed 
care  plans.  The  concern  I have 
about  that  is  the  assumption  that 
everybody  can  participate  who 
wants  to,  usually  on  the  basis  they 
have  a license  and  they  are  a mem- 


ber. How  does  a plan  that  includeJ 
everyone,  regardless  of  the  value  I 
they  bring  to  the  business  enter-  I 
prise,  really  compete  in  an  increas-l 
ingly  competitive  marketplace?  I 
The  challenge  is  for  physicians  to  I 
look  at  what  their  external  custom-J 
ers  want  for  their  answers  - then 
plan  and  move  forward  accord- 
ingly. Pick  your  partners  carefully,: 
move  forward  deliberately  and  J 
then  run  with  your  organization  as 
fast  and  hard  as  you  feel  neces-  'j 
sary. 

Indiana  Medicine:  What  is  the  en- « 
ticement  of  managed  care? 

Hochstetler:  For  the  purchasers, 
managed  care  offers  an  opportu- 
nity to  get  a handle  on  health  care 
costs.  Perhaps  even  more  impor- 
tantly, it  gives  them  an  opportu- 
nity to  define  and  increase  the 
value  of  health  care. 

Managed  care  is  attractive  to 
physicians  who  are  willing  to  be 
accountable  for  the  outcomes  of 
health  care,  not  just  for  the  clinical 
delivery  but  also,  to  varying  de- 
grees, the  financing  of  health  care. 
It's  enticing  because,  for  the  first 
time,  you've  got  dollars  to  do 
things  that  you  think  are  right, 

[such  as]  paying  for  immuniza- 
tions, encouraging  patients  to 
modify  their  lifestyle  and  hiring 
staff  to  provide  patient  education.  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 
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1 Municipal  or  taxable  bonds? 


I Income  or  growth  style  stocks? 


Which  of  the  above  questions  you’d  rather  be  answering  depends  a lot  on  just  how  involved  in  the  management 
of  your  assets  you  care  to  be.  At  Norwest  Investment  Management  & Trust,  your  level  of  personal  involvement  is 
up  to  you.  From  municipal  to  taxable  bonds,  income,  value  or  growth  style  stocks,  our  experts  will  draw  on  their 
more  than  50  years  experience  managing  over  $30  billion  in  assets,  to  ensure  you  the  highest  return  possible.  No 
matter  how  involved  you  care  to  be.  Norwest  Investment  Management  & Trust.  You’ve  managed  to  build  assets. 
We’re  built  to  manage  them. 


Norwest  Investment  Management  & Trust 
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©1996  Norwest  Bank  Indiana.  N.A.  Member  FDIC. 
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How  solo  physicians 
view  their  practices. 


Bob  Carlson 
Indianapolis 

ou  set  your  own  hours.  Go 
on  vacation  when  you  want  to.  De- 
cide which  managed  care  contract 
you're  going  to  sign,  which  you're 
going  to  pass  on.  Your  staff  thinks 
it's  time  for  a new  practice  infor- 
mation system?  It's  your  call.  Want 
to  send  your  billing  person  to  a re- 
fresher course  on  coding?  Reduce 
your  fee  for  an  indigent  patient? 
Cross-train  your  staff?  You  are  the 
captain  of  your  ship  and  you  sim- 
ply make  it  so.  No  executive  staff 
meetings.  No  memos.  No  office 
politics.  No  muss.  No  fuss. 

This  is  the  up  side  of  being  a 
solo  physician.  Sounds  pretty 
good,  doesn't  it?  But  it  doesn't 
stop  there. 

When  you  look  at  a patient 
chart,  you  don't  have  to  decipher 
someone  else's  hieroglyphics  or 
guess  at  the  gaps  in  the  notes.  Ev- 
ery single  patient  you  see  is  yours 
and  so  is  his/her  history,  diagno- 
sis, treatment  course,  progress  re- 
port, phone  call  and  prescription. 
While  their  neighbors  complain 
that  they've  never  seen  the  same 
doc  twice  in  that  new  HMO  plan, 
your  patients  know  who  they're 
going  to  see  when  that  exam  room 
door  opens.  Your  patients  like  it 
that  way,  and  so  do  you. 

These  benefits  keep  many  In- 
diana physicians  in  solo  practice 
and  far  outweigh  any  negative  as- 
pects. 

Yet  more  and  more  solo  practi- 
tioners are  joining  various  group 
practice  models  or  accepting  posi- 
tions as  employees  of  corporate 
health  care  entities.  For  the  most 
part,  these  physicians  seem  to  be 


reacting  to  larger  trends,  such  as 
higher  medical  school  debts,  more 
red  tape  and  the  growth  of  man- 
aged care. 

According  to  Physician  Market- 
place Statistics  of  the  AMA's  Center 
for  Health  Policy  Research,  27%  of 
physicians  in  the  United  States 
were  solo  practitioners  in  1995, 
compared  to  35%  in  1990. 

Although  the  urge  to  merge 
seems  stronger  than  ever,  thou- 
sands of  solo  physicians  are  still 
bucking  the  trends.  To  find  out 
more  about  this  increasingly  rare 
breed,  Indiana  Medicine  inter- 
viewed nine  solo  physicians  in  In- 
diana. This  is  an  informal,  decid- 
edly wnscientific  sample.  Here's 
what  we  found  out. 

Independence.  Freedom. 
Autonomy. 

These  are  the  words  C.M.  Hocker 
Jr.,  M.D.,  a New  Albany  family 
practitioner;  Tom  Millikan,  M.D.,  a 
New  Castle  general  practitioner; 
and  Thomas  Ringenberg,  D.O.,  a 
Huntington  family  practitioner, 
use  to  describe  what  they  like 
about  solo  practice.  Almost  with- 
out exception,  our  solo  physicians 
are  a happy  lot.  Business  is  good, 
their  staffs  are  the  best,  their  man- 
aged care  contracts  are  working 
out  all  right,  and  they  love  their 
patients. 

For  eight  of  the  nine  physi- 
cians we  talked  to,  the  advantages 
of  solo  practice  outweigh  the 
drawbacks.  Three  had  partners  or 
were  in  groups  earlier  in  their  ca- 
reers. Looking  back,  they  remem- 
ber that  overhead  was  astronomi- 
cal and  that  there  were  a lot  of 
chiefs  and  not  enough  Indians. 

Still,  some  of  the  most  ardent 
soloists  admitted  that  they 


wouldn't  mind  having  a partner,  if 
only  to  share  the  overhead. 

"It's  not  like  I'm  recruiting 
somebody,"  says  Wayne  White, 
M.D.,  a Connersville  family  practi- 
tioner. "But  hey,  if  somebody 
comes  along  and  is  compatible, 
welcome  aboard. 

Grace  Walker,  M.D.,  a Terre  | 
Haute  family  practitioner,  agrees  i 
that  part  of  her  would  like  to  be  in 
a group,  too.  "But,"  she  says,  "I 
don't  want  to  be  married  to  50 
doctors." 

Oh,  solo  mio! 

At  first  glance,  being  able  to  get 
away  would  seem  to  be  a major 
problem  for  solo  practitioners,  and 
almost  all  of  our  interviewees  did 
put  coverage  first  on  their  list  of 
disadvantages.  Dr.  Millikan  says 
he  sometimes  goes  six  months 
without  a day  off  (he  admits  he 
has  a very  understanding  wife), 
but  then  his  brother  comes  in  from 
his  internal  medicine  residency  so 
the  Millikans  can  take  a vacation. 

Most  of  our  solos  have  man- 
aged to  work  out  more  conven- 
tional call-trading  arrangements 
with  colleagues  in  their  communi- 
ties. Dr.  White,  for  example,  has  a 
contractual  agreement  with  two 
solo  colleagues  in  the  area  that 
gives  him  two  out  of  every  three 
weekends  off.  "It's  automatic."  he 
says.  "At  5 p.m.  on  Friday,  that 
pager  goes  in  the  drawer  and  I 
don't  pick  it  up  till  eight  o'clock 
Monday  morning." 

Dr.  Walker  says  she  has  never 
missed  a vacation  with  her  family 
because  she  couldn't  get  coverage, 
but  she  still  worries  about  getting 
burned  out  and  managing  her 
time. 

Not  being  able  to  interact  with 
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: their  peers  on  a daily  basis  is  a 
: drawback,  but  again,  these  solos 
I see  their  relative  isolation  as  one  of 
the  trade-offs  they  make  for  run- 
ning their  own  practices.  They 
simply  pick  up  the  phone  and  call 
whoever  they  want  to  consult 
with.  "I  have  a line  to  lU  Medical 
School  and  Harvard  Medical 
School,"  says  Sjoerd  Roggeveen, 
M.D.,  a Kentland  family  practitio- 
ner. "I  use  them  about  once  a 
month.  Otherwise,  I rely  on  my  lo- 
cal specialists." 

Then  there's  the  bureaucracy 
and  all  the  rules  and  regulations. 
For  example,  says  Dr.  Roggeveen, 
there's  the  OSHA  regulation  that 
requires  anyone  who  draws  blood 
to  wear  gloves,  which  makes  it  im- 
possible to  locate  some  of  the 
smaller  blood  vessels  by  touch. 
Hospital  technicians  teU  him  they 
simply  cut  the  fingers  off  the 
gloves  before  they  put  them  on, 
which  of  course  defeats  the  pur- 
pose of  the  regulation. 

Not  surprisingly,  more  than 
one  solo  physician  ^so  com- 
plained about  overhead.  Every- 
thing, from  the  rent  and  utiHties  to 
staff  salaries  and  the  computer  sys- 
tem, comes  out  of  a solo 
practitioner's  revenue.  "My  over- 
head would  drop  by  about  a third 
if  I could  get  somebody  to  share 
the  rent,"  says  Dr.  White. 

Tempting  offers 

For  some  solo  physicians,  there's 
another  option.  Three  of  the  nine 
physicians  we  talked  with  have 
been  approached  about  selling 
their  practices,  but  only  one  is  seri- 
ously considering  it. 

"I  can't  keep  up  with  the  pa- 
perwork," this  physician  says.  "I 
i think  that's  the  issue.  Regulations. 
Between  the  CLIA  lab,  which  I've 
done  away  with  - 1 couldn't  make 


the  inspector  happy  - then  the  in- 
surance issues  of  coding  and  try- 
ing to  keep  that  all  up  to  snuff  so 
that  you  don't  get  accused  of 
fraud,  so  you  end  up  underpricing 
things.  It  just  makes  it  a little  bit 
tougher  in  the  long  run,  I think. 
Besides,  everybody's  asking  about 
your  practice  now." 

Dr.  Walker,  on  the  other  hand, 
is  convinced  that  the  best  of  all 
worlds  is  the  one  she  has  created 
for  herself  after  11  years  in  prac- 
tice. "I  believe  the  best  person  to 
work  for  is  myself,"  she  declares. 

"I  don't  want  to  work  for  some- 
body else  because  somebody  else 
always  wants  more  out  of  me  than 
I think  I'm  able  to  deliver  and  then 
they  want  to  give  me  less." 

The  other  solo  who  has  been 
approached  about  selling  is  happy 
with  the  status  quo  but  may 
change  his  mind  if  his  situation 
changes. 

"Boy,  it's  kinda  tempting,"  ad- 
mits Dr.  White,  who  has  had  sev- 
eral offers.  "But  man,  you  gotta 
sell  your  soul.  This  crew  that  I 
have  in  here  right  now,  I must  pay 
them  well  'cause  nobody  ever 
leaves  and  we  have  had  no  prob- 
lems. The  morale  is  good, 
everybody's  happy.  If  I had  a lot  of 
turnover  and  I was  having  to  hire 
and  fire  people,  I'd  be  wanting  to 
sell  it  in  an  instant." 

Solos  and  managed  care 

Seven  of  our  nine  solo  practitio- 
ners already  participate  in  some 
managed  care  contracts,  and  so  far, 
they  say  they're  going  OK.  Beyond 
that,  it's  difficult  to  generalize 
about  how  our  nine  solos  are  re- 
sponding to  managed  care. 

"On  the  HMO  type  things,  you 
have  to  be  able  to  supply  the  capi- 
tal," says  Robert  Heavin,  M.D.,  a 
Coatesville  family  practitioner. 


"and  if  you  have  a couple  of  big 
risk  problems,  you  know,  one  per- 
son can't  share  that  kind  of  capital 
risk." 

Brett  Eaton,  M.D.,  a Frankfort 
family  practitioner,  and  Dr. 
Millikan  expressed  misgivings 
about  the  effect  of  managed  care 
on  patients  and  patient  care.  Dr. 
Eaton  participates  in  three  man- 
aged care  contracts,  and  Dr. 
Millikan  says  he's  not  aware  of 
participating  in  any,  but  that  it's 
OK  for  any  patient  to  sign  him  up 
for  any  insurance  program. 

"Patients  just  seem  at  a total 
loss  what  doctors  they're  going  to 
actually  see  next,"  says  Dr. 
Millikan.  "I  hear  all  kinds  of  sto- 
ries from  people.  It  really  scares 
most  anybody  that  I talk  to." 

Dr.  Eaton  concurs.  "They  don't 
really  understand  how  the  system 
works  a lot  of  times,"  he  explains. 
"I  think  the  intent  of  the  system  is 
good,  having  a gatekeeper  to  keep 
the  costs  of  medicine  down,  but  I 
think  in  the  long  run.  I've  seen  pa- 
tients suffer  from  it.  I don't  think 
it's  fair  to  them  sometimes." 

Some  solo  physicians  are  so 
concerned  about  being  left  out  of 
managed  care  negotiations,  and  ul- 
timately out  of  provider  panels, 
that  they're  joining  physician  orga- 
nizations (POs)  and  physician  hos- 
pital organizations  (PHOs). 

"I  think  there's  a risk  in  not  be- 
ing affiliated  with  a big  group  of 
being  left  out  of  some  negotiations 
or  managed  care  plans  as  managed 
care  evolves  and  becomes  more 
prevalent,"  says  Dr.  Hocker.  "I'm 
in  a vulnerable  situation  because  I 
am  solo,  so  I joined  a physicians' 
organization  that  has  several  hun- 
dred physicians  that  contracts  with 
managed  care  organizations.  So  far 
it's  worked  very  well.  Whether  it 
will  continue  to  work  well.  I'm  not 
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Read  fine  print  and  train  your  staff,  solos  advised 


If  you  intend  to  stay  in  solo 
practice,  Michael  Heaton  of 
Heaton  and  Eadie,  an  India- 
napolis CPA  firm  that  provides 
services  to  physicians,  has  some 
suggestions. 

Contract  review  and 
negotiation 

Heaton's  experience  is  that  phy- 
sicians can  end  up  holding  the 
short  end  of  the  stick  because 
they  don't  read  the  fine  print  in 
the  contracts  they  sign  with 
third-  party  payers.  If  a contract 
gives  the  payer  the  right  to 
change  the  fee  schedule  without 
the  physician's  approval, 

Heaton  says  physicians  may  not 
be  aware  that  such  changes 
were  made. 

"I  don't  think  it's  any  secret 
that  in  Indiana,  until  fairly  re- 
cently, we've  been  a classic  ev- 
erybody-signs-up-for-every- 
thing  state.  Very  few  contracts 
have  been  floated  out  to  the 
physician  population  that 
haven't  been  signed  and  re- 
turned. Physicians  are  afraid 
that  if  they  don't  sign  up  for  a 
particular  program,  they're  go- 
ing to  be  denied  access  to  those 
patients,  so  they  just  sign  up 
without  reading  the  fine  print  or 
negotiating." 

Payer  monitoring 

Which  payers  are  you  dealing 
with?  Are  you  being  reimbursed 
according  to  the  provisions  of 
the  contracts  you  signed?  How 
does  one  fee  schedule  compare 
to  another  payer's?  Are  you  be- 


ing paid  on  time? 

"If  we're  not  paying  attention 
to  the  contract  in  its  initial  stages, 
it's  normally  reasonable  to  assume 
that  we're  not  doing  a good  job  of 
monitoring  compliance  with  it," 

He  says  the  best  way  to  moni- 
tor payer  compliance  is  to  use  soft- 
ware programs  that  automatically 
keep  track  of  multiple  fee  schedule 
information. 

Practice  information  systems 

A good  information  system  is  criti- 
cal, but  it's  more  than  a good  com- 
puter. Heaton  also  includes  poli- 
cies and  procedures  to  use  that 
system  and  the  information  it  pro- 
duces effectively. 

"It's  not  just  a question  of 
throwing  money  at  computer 
hardware  and  software.  It's  also 
making  sure  that  your  staff  knows 
how  to  use  those  devices  to  your 
best  benefit." 

Staff  training 

Many  physicians  who  invest  a lot 
of  money  in  an  information  system 
don't  allocate  enough  resources  to 
train  those  who  use  the  system. 
That  includes  continuing  educa- 
tion on  subjects  such  as  coding  and 
contracting. 

"If  I'm  a solo  practitioner  and 
I'm  looking  at  ways  to  preserve 
my  income  and  therefore  my 
lifestyle,  the  first  thing  most  practi- 
tioners tend  to  do  is  to  try  to  figure 
out  a way  to  trim  their  overhead. 
We've  seen  a tendency  in  some 
practices,  in  an  attempt  to  cut  that 
overhead,  to  decrease  the  amount 
of  staff  training.  I think  that's  be- 
ing penny-wise  and  pound-foolish. 


Now  is  the  time  that  our  staff 
needs  to  be  more  educated  in 
dealing  with  insurance  compa- 
nies and  third-party  payers  and 
managed  care  contracts." 

Market  research 

Do  you  know  where  your  pa- 
tients are  coming  from?  If 
you're  a specialist,  do  you  have 
a good  handle  on  all  your  refer- 
ral sources,  not  only  physicians, 
but  other  potential  referral 
sources?  Do  you  know  who 
your  competitors  are? 

"Knowing  your  business  is 
not  just  knowing  how  managed 
care  companies  and  third-party 
payers  are  paying  you,  but  in- 
volves a knowledge  of  who 
your  competitors  are  and  who 
your  colleagues  are  and  an  im- 
derstanding  of  how  you  might 
be  able  to  work  together  with 
those  people." 

Strategic  alliances  and 
partnerships 

Heaton  suggests  that  a solo 
practitioner  can  hurt  his  practice 
as  much  by  missing  out  on  po- 
tentially good  opportunities  to 
partner  as  by  entering  into  a 
partnership  for  the  wrong  rea- 
sons. What  are  the  right  rea- 
sons? Business  reasons. 

"I  don't  think  you  should 
just  summarily  dismiss  any  type 
of  invitation  to  participate  in 
any  type  of  meeting  about  any 
type  of  organizational  forma- 
tion, whether  it's  an  IP  A or 
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Read  fine  print  and  train  your  staff, 
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some  type  of  practice  affiliation 
agreement  or  a PHO  or  what- 
ever. I think  it  never  hurts  to  lis- 
ten. But  by  the  same  token,  I 
j think  you  have  to  be  very  care- 
ful about  who  your  partners 
; are.  Size  just  merely  for  the  sake 
i of  size  I don't  think  is  what 
we're  after  here.  We're  after  the 
best  way  to  run  our  practice." 

Administrative  support 

Being  a solo  practitioner  does 
not  mean  a physician  is  respon- 
sible for  all  day-to-day  business 
operations  of  his  practice.  The 
trick,  says  Heaton,  is  to  sur- 
round yourself  with  people 
whom  you  can  rely  on  to  look 
out  for  your  best  interest. 

"You  can  always  look  to 
outside  consultants  such  as 
those  provided  through  ISMA's 
Second  Opinion  Program,  but 


at  a minimum,  I think  we  need 
to  look  hard  at  our  internal 
staff  and  make  sure  that  we're 
getting  good  advice  from  them 
on  our  practice  operations  on  a 
daily  basis." 

Professional  representation 

For  physicians  who  are  think- 
ing about  selling  their  prac- 
tices, Heaton  strongly  recom- 
mends professional  representa- 
tion in  both  the  legal  and  finan- 
cial areas. 

"Normally,  you're  dealing 
with  someone  who  has  ac- 
quired other  practices,  who  has 
some  very  definite  objectives 
and  ways  that  they  want  to  do 
things,  and  that's  fine.  But  I 
think  that  it's  very  important 
you  have  someone  represent- 
ing your  interests  in  those  ne- 
gotiations as  well."  □ 


sure.  It's  something  that  I keep  my 
eye  on." 

"I  can  see  thunder  on  the  hori- 
zon," agrees  Dr.  White.  "I  know 
managed  care  is  on  its  way  and  it's 
going  to  be  an  inevitable  part  of 
my  future.  At  this  point,  I have 
zippo  contracts  with  managed 
care,  but  we've  just  started  what 
we  call  this  physician  hospital  or- 
ganization with  all  the  physicians 
in  Fayette  County.  We're  going  to 
try  to  negotiate  directly  with  the 
local  industries  for  a piece  of  the 
health  care  dollar." 

Other  solos  figure  they've  got 
a few  more  years  before  the  full 
force  of  the  managed  care  tide  hits 


Indiana,  especially  those  who  prac- 
tice in  smaller  towns  and  rural  ar- 
eas. If  they're  the  only  physicians 
for  miles  around,  they  tend  to  feel 
more  secure  about  the  future  than 
their  colleagues  in  more  densely 
populated  urban  areas  and  don't 
see  managed  care  as  an  imminent 
threat. 

Then  there  are  physicians  like 
Dr.  Walker  who  are  confident  that 
there  will  always  be  a demand  for 
their  services,  come  what  may. 
"Everybody's  saying  that  if  you 
don't  belong  to  a group,  then 
you're  going  to  be  left  out  of  man- 
aged care,"  she  says.  "I  believe  I'll 
always  have  patients  to  see  be- 


cause I'm  a good  doctor  and  I take 
good  care  of  people.  Managed  care 
may  change  how  I get  paid,  but  no 
matter  what  you  call  it,  it  doesn't 
change  how  I take  care  of  people.  I 
believe  there  is  a place  for  me  in 
managed  care  because  I'm  good 
with  patients,  with  utilization,  and 
with  documentation." 

Project  Solo 

Good  physicians  all  over  the  coun- 
try and  here  in  Indiana  are  finding 
out  that  managed  care  (please  see 
interview  with  Mark  Hochstetler, 
M.D.,  in  this  issue  of  Indiana  Medi- 
cine) can  be  a Pandora's  box  full  of 
unpleasant  surprises.  Happy  pa- 
tients, great  outcomes  and  cost-ef- 
fective utilization  are  one  thing. 
Substantiating  these  measures 
with  the  data  that  payers  want  to 
see  is  a whole  other  ball  game,  one 
that  most  physicians  in  Indiana  are 
just  learning  to  play. 

The  sophisticated  data-gather- 
ing  and  number-crunching  sys- 
tems that  provide  this  information 
are  beyond  the  reach  of  most  inde- 
pendent physician  groups  and  solo 
practitioners.  That's  why  Steven 
Isenberg,  M.D.,  one  of  the  nine 
solo  practitioners  interviewed  for 
this  article,  started  Project  Solo.  Dr. 
Isenberg,  an  Indianapolis 
otolaryngologist,  believes  that  the 
best  way  to  preserve  the  role  of 
physicians  as  independent  patient 
advocates  is  to  preserve  indepen- 
dent and  solo  physicians. 

"If  we  all  become  several  giant 
groups,"  he  says,  "we  can  be  easily 
manipulated  into  providing  the 
kind  of  care  that  is  dictated  by  an 
employer,  whether  it  be  a man- 
aged care  company  or  an  HMO  or 
a hospital." 

Project  Solo  members  submit 
electronic  claims,  outcome  survey 
and  patient  satisfaction  survey 
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data,  which  are  analyzed  and  com- 
pared to  existing  data.  Members 
then  receive  confidential  feedback 
on  quality  of  care  and  cost  contain- 
ment. Since  he  started  it  in  1994, 
Dr.  Isenberg  says  Project  Solo  has 
grown  to  include  physicians  in 
about  37  states. 

"I'd  like  to  urge  not  only  solos 
but  independent  physicians  prac- 
ticing in  groups  to  weather  the 
storm  and  handle  their  practice 
more  like  a small  business,"  ad- 
vises Dr.  Isenberg.  "I  think  we  still 
have  the  opportunity  to  control 
health  care  for  patients,  which  is 
our  obligation,  but  we  have  to  get 
our  own  house  in  order,  and  hope- 
fully the  market  will  come  back  to 
us." 

A prognosis  for  solos 
Helping  physicians  get  their 
houses  in  order  is  how  Michael 
Heaton  makes  his  living.  He  is  a 
shareholder  in  Heaton  & Eadie,  an 
Indianapolis  CPA  and  consulting 
firm  that  provides  services  to  the 
health  care  professions  in  Indiana. 
He  has  been  representing  physi- 
cians exclusively  for  15  years. 

His  advice  to  solo  physicians 
focuses  on  developing  a more 
businesslike  approach  to  the  rev- 
enue side  of  the  practice  (please 
see  box),  including 

• contract  review  and  negotia- 
tion; 

• payer  monitoring; 

• practice  information  systems; 

• staff  training  and  develop- 
ment; 

• market  research; 

• strategic  alliances  and  partner- 
ships; 

• administrative  support;  and 

• professional  representation. 
"Right  now,  I would  continue 

to  be  open  to  discussions  about  af- 


How  solos  see  the  future 

''IV /f 

IVxore  of  a managed  care  environment  and  some  capitation 
type  systems."  - Brett  Eaton,  M.D. 

"I  don't  see  anybody  practicing  solo  as  we  knew  it  when  I started 
15  years  ago."  - Robert  Heavin,  M.D. 

"There  are  going  to  be  a few  large  conglomerates  providing  medi- 
cal care."  C.M.  Hooker  Jr.,  M.D. 

"Physicians  will  regain  control  of  the  market  through  physician  or- 
ganizations." - Steven  Isenberg,  M.D. 

"I  really  see  a lot  of  regular  people  falling  through  the  cracks  in 
medicine."-  Tom  Millikan,  M.D. 

"Preventive  medicine  will  be  the  dominant  theme  in  the  next  ten 
years."  - Thomas  Ringenberg,  D.O. 

"We're  going  to  have  about  a 25-year  problem  with  the  public  and 
the  politicians  understanding  how  to  run  medicine,  but  I think  medi- 
cine will  hold  out,  even  the  solo  practitioner."  - Sjoerd  Roggeveen,  M.D. 

"I'll  be  busier."  - Grace  Lee  Walker,  M.D. 

"I  wonder  if  medicine  isn't  getting  too  digital."  - Wayne  White, 


M.D.Q 


filiation  opportunities,  maintain  a 
good  dialogue  with  colleagues  and 
make  sure  that  you  have  a good 
understanding  of  the  economics  of 
your  practice,"  advises  Heaton. 

Is  there  a future  for  solo  physi- 
cians in  Indiana? 

"I  think  there  are  always  going 
to  be  situations  where  solo  practi- 
tioners and  smaller  groups  can  do 
well,"  Heaton  responds.  "We  have 
a very  decentralized  medical  com- 
munity in  Indiana.  We  have 
smaller  groups  of  physicians  than 
other  areas  throughout  the  coun- 


try. I think  there's  a future  for  solo 
physicians,  but  they're  going  to 
have  to  become  more  sophisticated 
in  how  they  run  their  business. 
Without  some  sophistication  in  the 
financial  management  of  practice,  I 
see  practices  having  erosions  of 
profits  and  net  income,  and  I think 
it's  going  to  be  difficult  to  main- 
tain the  type  of  margins  that  we've 
seen  over  the  last  several  years."  □ 

Bob  Carlson  is  a health  care 
writer  based  in  Indianapolis. 
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It  takes  years 
to  develop 
a reliable 
applicant  base. 

And  after  nearly 
a decade, 
we  have  no  room 
for  the  clueless. 


A placement  agency  not  only  has  to  build  a reputation  with  its  clients, 
Ibut  also  with  its  applicants.  And  after  many  years,  we  have  a large 
talent  pool  of  top  notch  medical  and  dental  professionals.  We  re  m a 
{position  to  turn  away  unreliable  or  under-qualified  app  iconts. 

We  personally  interview  each  applicant,  keep  copies  of  licenses  an 
' Hie,  give  written  tests,  and  check  all  references.  Most  importantly,  all 
temporaries  meet  and  follow  current  OSHA  regulations. 

Where  do  those  other  applicants  go  after  we  turn  them  away?  You  11 
never  see  them  if  you  call  781-1312.  Hire  an  asset,  not  a la  i i y. 
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New 
bring 

Mike  Abrams 
ISMA  Director  of 
Government  Relations 

Indiana  legislators  have  given 
some  relief  to  physicians  frustrated 
by  burdensome  Medicaid  regula- 
tions. The  1996  Indiana  General 
Assembly  enacted  two  bills  that 
should  solve  some  of  the  problems 
plaguing  physicians  and  other 
health  care  providers  involved  in 
the  Medicaid  program. 

During  this  year's  30-day  short 
session,  legislators  also  passed 
other  bills  of  particular  importance 
to  physicians. 

These  bills  dealt 
with  topics 
including  mater- 
nity length  of  stay, 
domestic  violence 
insurance  dis- 
crimination, 
liability  for  jail 
physicians  and 
"gag  rule"  prohi- 
bition. Another 
bill  of  interest  to  physicians 
establishes  a committee  to  study 
managed  care  issues. 

Medicaid  relief 

House  Bill  1219  requires  the  Office 
of  Medicaid  Policy  and  Planning 
(OMPP)  to  submit  any  implemen- 
tation plan  for  block  grants  to  the 
legislative  Joint  Select  Committee 
on  Medicaid  Reimbursement.  This 
bill  was  introduced  by  Rep.  Jeff 
Linder  (R- Waldron)  in  anticipation 
of  the  federal  government's  taking 
some  action  turning  Medicaid  into 
block  grants  with  wide  state 
implementation  authority.  Linder 
wanted  to  make  certain  that 


Medicaid 

reguiatory 

Medicaid  officials  did  not  have 
unchecked  authority  to  implement 
a Medicaid  program  with  no 
legislative  input.  The  joint  select 
committee,  chaired  by  Sen.  Patricia 
Miller  (R-Indianapolis),  will  have 
the  opportunity  to  comment  on 
any  implementation  scheme 
developed  by  the  OMPP. 

Senate  Bill  175  allows  the 
Medicaid  agency  to  relax  prior 
authorization  requirements 
without  going  through  the  cum- 
bersome rulemaking  process.  A 
major  source  of  frustration  with 
the  Indiana  Medicaid  program  has 
been  the  administration  of  prior 


authorization  requirements.  Busy 
phone  lines,  inappropriate  re- 
sponses to  prior  authorization 
requests  and  lengthy  periods  of 
being  on  "hold"  have  caused 
immeasurable  difficulties  in  busy 
physician  offices.  Even  some  of 
those  involved  in  administering 
the  Medicaid  program  admit  that 
some  of  the  prior  authorization 
requirements  are  unnecessary. 

Senate  Bill  175  also  requires 
clean  claims  that  are  submitted 
electronically  to  be  paid  within  21 
days.  Clean  claims  submitted  on 
paper  must  be  paid  within  30  days. 
If  a clean  claim  is  not  paid  by  the 
statutory  deadline,  the  bill  requires 


laws 

relief 

01 

111 

interest  to  be  paid  to  the  provider.  ° 
These  provisions  of  the  bill  were  t 
requested  in  response  to  physi- 
cians' complaints  about  delays  in  t 
the  payment  of  clean  Medicaid  ^ 

claims.  Some  physicians  had  even  i 
called  ISMA  to  report  that  they 
were  taking  out  loans  in  order  to 
meet  their  payroll  requirements 
because  Medicaid  was  not  paying 
clean  claims. 

Another  bill  addressing  the 
administration  of  the  Medicaid 
program.  Senate  Bill  442,  was  not 
enacted.  Introduced  by  Sen.  Steve 
Johnson  (R-Kokomo),  the  bill 
sought  to  transfer  the  administra-  , 

tion  of  the  ! 

Medicaid 
program  from 
the  Family  and 
Social  Services  i 
Administration 
(FSSA)  to  the 
Indiana  State 
Department  of 
Health  (ISDH). 
Although 
organized 
medicine  generally  supported  the 
transfer,  the  ISMA  did  oppose  two 
components  of  the  bill.  As  intro- 
duced, the  bill  would  have  re- 
scinded the  requirement  that  the 
state  health  commissioner  be  a 
physician,  and  it  would  have 
turned  the  executive  board  of  the 
ISDH  into  an  advisory  board 
rather  than  a policymaking  board. 

On  its  second  reading  in  the 
Senate,  Sen.  Patricia  Miller  secured 
passage  of  an  amendment  restor- 
ing the  requirement  that  the  state 
health  commissioner  be  a physi- 
cian. 

During  conference  committee 
action  on  the  bill.  Sen.  Johnson 


The  1996  Indiana  General  Assembly 
enacted  two  bills  that  should  solve  some 
of  the  problems  plaguing  physicians  and 
other  health  care  providers  involved 
in  the  Medicaid  program. 
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)rdered  a version  of  the  bill  that 
ieleted  the  requirement  that  the 
\ealth  commissioner  be  a physi- 
:ian  and  caused  the  executive 
Doard  to  be  advisory  rather  than 
policymaking.  The  ISMA  worked 
to  change  both  of  those  provisions 
and,  eventually,  a conference 
report  was  ordered  that  restored 
the  requirement  that  the  health 
commissioner  be  a physician.  We 
were  unable  to  convince  the  author 
of  the  necessity  that  the  ISDH 
executive  board  remain  a 
policymaking  board,  so  ISMA  s 
opposition  continued. 

Rep.  Bill  Crawford  (D-India- 
napohs),  one  of  the  four  conferees 
assigned  to  the  bill,  agreed  to 
withhold  his  signature  on  the 
conference  report  unless  the 
executive  board  provision  was 
changed.  Since  that  change  was 
not  made,  the  lack  of  Rep. 
Crawford's  signature  precluded 
the  bill  from  continuing  through 
the  legislative  process. 

This  issue  will  almost  certainly 
continue  to  be  discussed  in  future 
legislative  sessions. 

Managed  care  to  be  studied 

One  of  the  most  controversial 
health  bills  of  the  session  was 
House  Bill  1289.  If  the  bill,  mitiated 
by  the  Indiana  Dermatological 
Society,  had  passed  in  its  original 
form,  it  would  have  allowed 
patients  who  are  in  gatekeeper 
plans  to  bypass  the  gatekeeper  for 
dermatological  and  other  specihed 
1 services.  However,  the  direct 
access  bill,  as  it  was  known,  did 
not  pass  in  its  original  version. 

Instead,  the  bill  that  was  enacted 

requires  the  managed  care  study 
' :ommittee  to  examine  the  issue, 
along  with  other  aspects  of  rnan- 
aged  care,  including  economic 
ncentives  present  in  capitated 
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managed  care  plans,  impact  of 
managed  care  on  patient  satisfac- 
tion, standards  and  criteria  used  to 
select  and  de-select  providers,  and 
the  impact  of  managed  care  on 
patient  access  to  specialty  care. 

ISMA  efforts  successful 

Besides  Medicaid  relief,  several 
items  of  interest  to  Indiana  physi- 
cians were  enacted  this  session: 

• Maternity  length  of  stay: 

House  Bill  1075  was  supported 
by  ISMA  Resolution  95-8.  As  it 
was  enacted,  the  bill  requires 
insurance  policies  that  cover 
maternity  benefits  to  cover  a 
length  of  stay  that  is  consistent 
with  guidelines  adopted  by 
the  American  Academy  of 
Pediatrics  and  the  American 
College  of  Obstetricians  and 
Gynecologists.  The  bill,  which 
does  not  specify  in  the  law  the 
exact  number  of  hours  that  a 
person  must  stay  in  the 
hospital  following  a delivery, 
was  opposed  solely  by  the 
Indiana  State  Chamber  of 
Commerce.  Even  representa- 
tives of  the  insurance  industry 
stood  up  to  voice  support  for 

the  bill.  . 

• Physician  filing  / signing  birth 

certificates:  Senate  Bill  346  was 
introduced  as  a result  of  ISMA 
Resolution  95-9.  This  law 
requires  that  only  an  attending 
physician,  a midwife  or  other 
person  designated  by  the 
hospital  medical  staff  and 
present  at  the  birth  may  file  a 
birth  certificate. 

• Domestic  violence  insurance 
discrimination:  Senate  Bill  306 
was  supported  as  a result  of 
ISMA  Resolution  95-44.  This 
bill  prohibits  an  insurer  from 
denying,  canceling,  rating  or 
refusing  to  renew  a health 


insurance  policy  based  on  a 
person's  status  as  a victim  of 
abuse.  Further,  it  prohibits 
insurers  from  considering 
domestic  violence  a pre- 
existing condition. 

Telemedicine  licensure:  House 
Bill  1294  was  introduced  as  a 
result  of  ISMA  Resolution  95- 
45  and  initiated  by  the  Indiana 
Roentgen  Society.  This  bill 
requires  out-of-state  physi- 
cians who  routinely  practice 
medicine  on  patients  in 
Indiana  through  electronic 
means  to  be  licensed  by  the 
Indiana  Medical  Licensing 
Board. 

Liability  for  jail  physicians: 
House  Bill  1309  was  intro- 
duced as  a result  of  ISMA 
Resolution  95-48.  This  bill 
requires  the  attorney  general 
to  defend  contract  physicians 
who  treat  persons  who  are  in 
the  custody  of  the  Department 
of  Correction. 

• "Gag  rule"  prohibition: 
Language  to  prohibit  "gag 
rules"  was  inserted  into  Senate 
Bill  392  at  the  request  of  the 
ISMA.  As  enacted,  this  law 
will  prohibit  insurance  compa- 
nies from  limiting  physicians 
in  what  they  are  permitted  to 
tell  their  patients  regarding 
treatment  options. 

'Christmas  tree'  bill  vetoed 

House  Bill  1280  became  somewhat 
of  a legislative  Christmas  tree 
during  the  final  hours  of  the 
legislative  session.  Three  of  the 
tree's  "ornaments,"  AIDS,  syphilis 
and  violence,  were  a result  of 
ISMA  resolutions: 

• ISMA  Resolution  95-4:  This 
language  requires  physicians 
to  counsel  pregnant  women  as 
to  the  advisability  of  an  HIV 


test,  and  to  offer  an  HIV  test  to 
all  pregnant  women. 

• ISM  A Resolution  95-24:  This 
language  repeals  the  statutory 
requirement  that  all  pregnant 
women  be  tested  for  syphilis 
during  the  third  trimester.  The 
new  law  will  retain  the  re- 
quirement for  a syphilis  test 
during  the  first  trimester,  and 
states  that  a third  trimester  test 
must  be  conducted  only  if  the 
pregnant  woman  belongs  to  a 
high  risk  population  for  which 
the  CDC  recommends  a third 
trimester  syphilis  test. 

• ISMA  Resolution  95-40:  This 
language  enhances  the  crimi- 
nal penalty  assigned  to 
persons  convicted  of  assault- 
ing/battering a health  worker 
while  the  worker  is  perform- 
ing his/her  duties. 

House  Bill  1280  was  vetoed  by 
Gov.  Evan  Bayh  because  of  con- 
cerns with  language  dealing  with 
nursing  homes.  The  section  of  the 
bill  objectionable  to  the  governor 
sought  to  extend  the  "certificate  of 
need"  law,  which  prohibits  an 
increase  in  the  number  of  nursing 


home  beds  in  a community  unless 
certain  conditions  are  present. 
However,  the  governor's  veto  may 
be  overridden  during  a veto- 
override  session  day  that  is 
scheduled  to  be  held  in  May. 

Offense,  defense 

We  often  measure  the  success  of  a 
legislative  session  in  terms  of  what 
bills  passed  against  our  opposi- 
tion. The  1996  legislature  did  not 
deliver  any  legislation  that  the 
ISMA  vehemently  opposed  - the 
Indiana  Compensation  Act  for 
Patients  (INCAP)  is  intact,  and 
there  were  no  big  efforts  to  repeal 
the  "any  willing  provider"  act. 

Legislators  leaving 
The  1996  elections  could  have  a 
dramatic  impact  on  health  care 
issues  in  the  Indiana  General 
Assembly.  At  least  four  senators 
will  not  be  returning.  Sen.  Dick 
Thompson  (R-North  Salem)  is 
leaving  to  run  for  the  U.S.  Con- 
gress seat  being  vacated  by  U.S. 
Rep.  John  Meyers.  Sen.  Jean 
Leising  (R-Oldenburg)  is  leaving 
to  run  against  U.S.  Rep.  Lee 
Hamilton.  Sen.  Doug  Hunt  (D- 


South  Bend)  and  Sen.  John  Sinks 
(R-Fort  Wayne)  have  chosen  not  to 
run  for  re-election. 

Two  state  senators  who  are  not 
up  for  re-election  until  1998  are 
running  for  U.S.  Congressional 
seats:  Sen.  Bob  Hellmarm  (D-Terre  i 
Haute),  the  Senate  minority  leader, 
is  running  for  the  seat  being 
vacated  by  U.S.  Rep.  John  Meyers, 
and  Sen.  Joe  Zakas  (R-Granger)  is  ; 
running  in  the  seat  that  is  currently  ! 
held  by  U.S.  Rep.  Tim  Roemer.  ' 

Six  members  of  the  Indiana  ] 
House  of  Representatives  are  not  ■ 
running  for  re-election.  Rep.  Steve  i 
Robbins  (R-Connersville),  Rep. 

Don  Hume  (D-Winslow),  Rep.  Jeff  ' 
Hays  (D-Evansville),  and  Rep.  Jim  ! 
Cordon  (R-Crown  Point)  have  all 
chosen  not  to  run  for  re-election.  i 
Two  incumbent  state  representa-  j 

tives  are  leaving  the  legislature  to  I 
run  for  U.S.  Congress:  Rep.  Kathy  j 
Willing  (R-Lebanon)  is  running  for  j 
the  seat  being  vacated  by  Rep.  j 

John  Meyers,  and  Rep.  l^chard  j 
McConnell  (D-Princeton)  is  , 

running  for  the  seat  currently  held  j 

by  Rep.  John  Hostettler.  □ | 
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mers  were  not  designed  for  the  masses.  They  were, 
et  the  needs  of  the  U.S.  Armed  Forces.  Yet,  the  ci^ 
than  capable  of  navigating  city  streets  or  the  bank 


vehicle  can.  A vehicle  capable  of  navigating  any 


terrain  the  world  has  to  offer  (including  the 


not  another  4X4.  It's  not 


highway).  In  a cookie 


what  all  the  neighbors  will  be 


cutter,  me-too  world, 


driving.  It's  a Hummer.  A street-legal  vehicle 


it  stands  proudly  alone 


designed  to  go  places  and  do  things  no  other 


Call  Brian  Moffitt, 

Hummsr  Product  Managor  at 

(317)  882-8425 

1250  US  31  South  • Greenwood,  IN 
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Answers  to  your  questions  on 
Medicaid  managed  care_ 


-^^Ithough  Medicaid  man- 
aged care  has  been  in  effect  in 
parts  of  Indiana  for  almost  two 
years,  physicians  still  raise  many 
questions  about  the  program.  The 
questions  and  concerns  probably 
will  increase  this  year,  since  on 
July  1 the  77  remaining  counties 
join  the  15  counties  already 
participating  in  Hoosier 
Healthwise,  as  the  managed  care 
program  is  known. 

The  program  has  two  compo- 
nents. Primary  Care  Case  Manage- 
ment (PCCM)  is  the  managed  care 
program  administered  by  the  state 
of  Indiana's  Office  of  Medicaid 
Policy  and  Planning.  The  Risk 
Based  Managed  Care  (RBMC) 
program  is  administered  by  two 
managed  care  organizations 
(MCOs),  Healthsource  Indiana  and 
Maxicare.  Healthsource  Indiana 
covers  all  three  regions  of  the  state 
(northern,  central  and  southern) 
through  its  program  called 
Care  Wise.  Maxicare,  which  covers 
the  northern  and  southern  regions, 
calls  its  Medicaid  network 
MaxiHealth. 

MaxiHealth  has  subcontracted 
to  SIHO  for  the  counties  of 
Bartholomew,  Brown,  Clark, 
Crawford,  Dearborn,  Decatur, 
Floyd,  Franklin,  Harrison,  Jackson, 
Jefferson,  Jennings,  Lawrence, 
Monroe,  Ohio,  Orange,  Perry, 
Ripley,  Scott,  Switzerland  and 
Washington.  In  northern  Indiana, 
MaxiHealth  has  been  subcon- 
tracted to  Managed  Health  Ser- 
vices in  the  counties  of  Adams, 
Allen,  Cass,  DeKalb,  Elkhart, 
Fulton,  Huntington,  Jasper, 
Kosciusko,  LaGrange,  Lake, 
LaPorte,  Marshall,  Miami,  New- 
ton, Noble,  Porter,  Pulaski,  St. 


Joseph,  Starke,  Steuben,  Wabash, 
Wells,  White  and  Whitley. 

To  help  physicians  better 
understand  the  program,  the  ISMA 
practice  management  consultants 
have  prepared  a list  of  the  most 
often  asked  questions  and  answers 
about  Hoosier  Healthwise. 

Q.  Who  is  eligible  for  Hoosier 
Healthwise? 

A.  The  managed  care  pro- 
grams are  mandatory  for  all 
parents  and  children  receiving 
cash  assistance  through  Aid  to 
Families  with  Dependent  Children 
(AFDC)  as  well  as  non-AFDC 
pregnant  women  and  children 
with  incomes  at  or  just  above  the 
poverty  level  (AFDC-related). 
Medicaid  recipients  not  included 
in  the  managed  care  program  are 
classified  as  wards  of  the  court/ 
foster  care,  blind/ disabled,  and  the 
aged. 

Q.  Who  can  be  a provider  in 
the  program? 

A.  A physician  first  must  be  a 
Medicaid  provider.  The  physician 
also  must  sign  a contract  with  one 
of  the  MCOs  (managed  care 
organizations)  or  an  addendum  to 
the  Medicaid  provider  agreement. 

Specialists  must  sign  contracts 
with  the  MCOs  to  be  in  the  RBMC 
delivery  system.  Specialists  do  not 
have  additional  contract  require- 
ments to  be  a part  of  the  PCCM. 

Q.  Who  can  be  a Primary 
Medical  Provider  (PMP)? 

A.  The  PMP  must  be  a physi- 
cian in  general  practice,  family 
practice,  general  pediatrics, 
general  internal  medicine  or 
obstetrics/ gynecology.  Physicians 
enrolled  in  Medicaid  as  an  internal 


medicine/  pediatrics  specialist  1 ® 

may  enroll  upon  submitting  I ® 

documentation  of  their  training  in  I ® 
both  internal  medicine  and  pediat- 
rics. 

Healthsource  and  SIHO  (the 
subcontractor  for  many  southern 
Indiana  counties)  will  allow  a - 

physician  specializing  in  obstet-  if 

rics/  gynecology  to  participate  as  a^  ■ 
specialist.  SIHC)  will  allow  an 
obstetrician/ gynecologist  in  a | 

rural  area  to  request  a minimum  of,  i 
50  patients.  i | 

Q.  What  are  the  responsibili-  I 
ties  of  the  PMP? 

A.  The  PMP  agrees  to  be 
available  to  see  patients  a mini- 
mum of  20  hours  per  week,  over  at  t| 
least  three  days  at  each  practice.  | 
Clinics  or  group  practices  may  fill 
this  20-hour,  three-day-per-week 
requirement  with  more  than  one  j 
PMP. 

The  PMP  must  agree  to  accept 
a panel  of  not  less  than  150  nor  j 
more  than  2,000  patients.  The  PMP 
cannot  simply  keep  his  or  her 
current  Medicaid  patients,  but 
must  agree  to  accept  at  least  150  ; 

Hoosier  Healthwise  patients. 

There  are  no  panel  limits  for 
specialists. 

The  PMP  must  be  available  by 
telephone  24  hours  a day,  seven 
days  a week.  Physicians  may  use  a 
24-hour  telephone  service  that  can 
be  answered  by  the  PMP,  a desig-  | 
nee  such  as  an  on-call  physician, 
an  answering  service  or  a pager 
system.  The  PMP  or  another  i 

physician  must  be  available  to 
provide  medically  necessary 
services.  The  covering  physician 
must  be  a Medicaid  provider;  ! 

however,  this  physician  does  not 
need  to  be  a PMP. 
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The  PMP  is  responsible  for 
providing  or  authorizing  most 
primary  and  preventive  care 
services.  These  include  but  are  not 
limited  to: 

• physician  services; 

• hospital  inpatient  and 
outpatient  services;  and 

• ancillary  services,  including 
laboratory,  radiology,  orthotics, 
prosthetics.  Early  Periodic  Screen- 
ing Diagnosis  and  Treatment 
(EPSDT)/HealthWatch,  audiology, 
durable  medical  equipment  and 
supplies  and  home  health  services. 

Another  PMP  responsibihty  is 
to  submit  non-reimbursable  claims 
for  missed  appointments. 

The  PMP  must  adhere  to 
universally  accepted  standards  of 
preventive  care  for  pregnant 
women,  irdants,  children,  adoles- 
cents and  adults.  Standards  are 
written  in  the  Hoosier  Healthwise 
Provider  Manual. 

Q.  Do  I have  to  join  Hoosier 
Healthwise? 

A.  No,  you  do  not.  You  may 
continue  to  provide  services  to 
non-Hoosier  Healthwise  recipi- 
ents. If  you  have  a large  number  of 
patients  who  are  AFDC  or  AFDC- 
related,  you  would  not  be  able  to 
continue  to  provide  care  for  those 
patients.  The  program  is  manda- 
tory for  AFDC  and  AFDC-related 
recipients. 

Q.  When  will  a contract  to 
join  Hoosier  Healthwise  be 
presented? 

A.  Contracts  can  be  signed 
anytime  from  now  until  July.  You 
will  probably  be  sent  information 
in  the  mail  or  be  asked  to  attend  an 
educational  meeting  by  Medicus 
(the  company  contracted  by  the 
OMPP  to  assist  in  implementing 
and  administering  Hoosier 


Healthwise)  or  one  or  both  of  the 
managed  care  companies  before 
July.  The  networks  will  be  forming 
during  the  entire  year. 

If  you  decide  you  definitely 
want  to  participate,  the  earlier  the 
contracts  are  signed,  the  quicker 
you  will  be  on  the  participating 
provider  list.  Your  patients  can 
choose  you  as  their  physician.  If 
you  wait  to  join,  then  your  current 
patients  could  be  auto-assigned  to 
another  physician  because  you  are 
not  part  of  the  program  when  the 
patient  must  make  the  decision. 

Andrew  Johnston,  president  of 
Managed  Health  Services  Indiana, 
offers  the  following  suggestion  to 
physicians:  "My  strong  recommen- 
dation to  all  providers  in  third- 
year  counties  is  to  select  some 
organization  to  work  with,  either 
PCCM,  MaxiHealth  or  CareWise, 
and  try  to  get  your  patients 
voluntarily  enrolled  before  the 
program  becomes  mandatory . The 
initial  auto-assign  process  does  not 
consider  the  physician-patient 
relationship  and  interrupts  conti- 
nuity of  care,  and  it  is  burdensome 
to  obtain  modifications  of  assign- 
ments." 

Q.  If  a physician  does  not 
sign  a contract,  what  happens  to 
his  or  her  Medicaid  patients? 

A.  If  the  physician  is  in  pri- 
mary care,  his  or  her  AFDC  and 
AFDC-related  Medicaid  patients 
are  assigned  to  other  physicians  in 
the  program.  This  program  does 
not  affect  the  elderly  or  disabled. 

Q.  How  are  Medicaid  patients 
j assigned  to  a managed  care 
network? 

i A.  Patients  choose  a physician, 
1 thereby  becoming  members  of  the 
! physician^s  network.  The  three 
i plans  (PCCM,  MaxiHealth  and 


CareWise)  are  to  be  invisible  to  the 
patients. 

Q.  What  if  a physician  does 
not  sign  up  for  any  of  the  Hoosier 
Healthwise  programs  now  but 
changes  his  or  her  mind  in  the 
future? 

A.  A physician  may  join  the 
program  at  any  time. 


Q.  Can  a physician  enroll  in 
both  PCCM  and  RBMC  net- 
works? 

A.  Yes,  a primary  care  physi- 
cian can  enroll  in  both,  but  the 
process  of  accepting  new  patients 
is  limited  to  one  system  of  care  at  a 
time.  In  other  words,  PMPs 
participating  in  both  PCCM  and 
RBMC  must  designate  under 
which  system  of  care  they  wish  to 
receive  new  patients,  and  this 
selection  must  be  maintained  for  at 
least  one  calendar  quarter.  You 
may  change  systems  effective  on 
Jan.  1,  April  1,  July  1 or  Oct.  1. 
Realistically,  to  change  networks, 
you  should  plan  to  give  45  days' 
notice.  If  this  is  the  first  time  you 
have  contracted  with  the  MCO,  the 
contract  must  be  in  place  and  the 
process  can  take  from  30  to  45 
days.  Notification  is  sent  to  the 
MCO  on  an  open  enrollment 
change  form.  It  is  possible  to 
change  every  quarter,  but  not 
encouraged. 

Specialists  may  participate  in 
both  PCCM  and  RBMC  at  the 
same  time. 

Q.  What  can  a patient  do  if 
he  is  assigned  to  one  physician 
but  prefers  to  see  another  physi- 
cian? 

A.  Recipients  can  call  the 
Hoosier  Healthwise  Hotline  and 
request  a change  in  physicians. 
The  process  should  take  no  more 
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than  45  days.  Recipients  can 
change  PMPs  once  every  six 
months,  but  they  are  encouraged 
to  first  discuss  these  reasons  with 
their  current  PMP. 

Q.  Can  a physician  ever 
disenroll? 

A.  The  participation  contract  is 
a binding  agreement.  To  disenroll 
from  Hoosier  Healthwise,  the 
physician  should  submit  written 
notification  for  disenrollment, 
documenting  the  reasons  prompt- 
ing this  decision.  All  requests 
concerning  disenrollment  from  the 
RBMC  system  should  be  for- 
warded to  the  appropriate  MCO. 
Requests  to  disenroll  from  the 
PCCM  system  should  be  sent  to 
the  Hoosier  Healthwise  program. 
The  panel  is  put  on  hold  while  the 
request  is  reviewed.  If  the  request 
is  approved,  the  OMPP  or  the 
MCO  will  contact  the  PMP  to 
initiate  the  disenrollment  process. 
The  physician  must  continue  to  act 
as  the  PMP  for  assigned  patients 
for  up  to  45  days  following 
disenrollment  approval  or  until 
patients  assigned  to  the  physician 
choose  a new  PMP. 

Q.  What  type  of  restrictions 
does  the  RBMC  have? 

A.  Both  Healthsource  and 
Maxicare  operate  their  companies 
along  the  guidelines  of  their 
regular  managed  care  contracts. 
This  places  limitations  on  referrals 
and  where  the  patient  may  go  for 
prescriptions,  laboratory  services 
and  hospitals. 

Q.  What  are  the  fee  schedules 
for  PCCM  and  RBMC? 

A.  PCCM  claims  are  paid 
based  upon  the  Medicaid  fee 
schedule.  The  PMP  also  receives  a 
$3-per-patient  month  for  care 


management  services.  This  is 
automatically  sent  to  the  PMP.  The 
specialist  receives  fee  for  service. 

The  MCOs  will  negotiate  a fee 
schedule  for  participating  provid- 
ers. The  fee  schedule  range  will  be 
anywhere  from  fee  for  service  to 
fully  capitated.  At  this  time,  the 
usual  contract  will  be  written  with 
very  little  risk  for  the  physician. 

Care  Wise  is  introducing  some 
new  pricing  methodology.  The 
PMP  can  choose  one  of  two 
payment  methodologies: 

• the  Medicaid  fee  schedule 
plus  $3  per  member  per  month;  or 

• a bonus  system  in  which  the 
PMP  participates  in  a reward 
sharing  program  if  certain  criteria 
are  met  within  a specified  time 
frame. 

Care  Wise  pays  specialists  fee 
for  service  based  upon  the  Medic- 
aid RBRVS  fee  schedule.  In  an 
effort  to  get  obstetrician/ gynecolo- 
gists to  participate  as  a specialist 
instead  of  PMPs,  a global  fee  for  a 
pregnancy  is  paid. 

MaxiHealth  generally  will  pay 
a PMP  not  participating  in  EPSDT 
the  Medicaid  RBRVS  at  the  date  of 
service  plus  2%.  If  the  PMP 
participates  in  EPSDT,  the  fee 
schedule  is  RBRVS  plus  $3  per 
member  per  month.  Specialists 
receive  Medicaid  RBRVS  at  the 
date  of  service  plus  1%.  Maxicare 
will  pay  for  out-of-network 
referrals  to  specialists. 

SIHO  / MaxiHealth  reimburses 
the  PMP  either  Medicaid  RBRVS 
rates  2%  if  the  physician  does  not 
do  EPSDT  or  Medicaid  RBRVS 
plus  $3  per  member  per  month  if 
EPSDT  is  done.  Specialty  care  is 
reimbursed  at  the  Medicaid 
RBRVS  rate  plus  1%. 

MaxiHealth  / Managed  Health 
Services  will  negotiate  a capitation 
rate  with  the  primary  care  physi- 


cian for  the  services  they  provide 
directly  and  for  outpatient  use  of 
the  emergency  room.  Payments  are 
based  on  Medicaid  eligibility 
categories,  and  children  are  paid 
based  on  age.  If  no  capitation  rate 
is  negotiated,  fees  are  paid  to 
contracting  providers  on  the  basis 
of  the  Medicaid  fee  schedule  plus 
1%. 

Q.  How  are  physicians  paid 
for  emergency  department 
services? 

A.  All  programs  will  pay  a 
triage  or  screening  fee  to  the 
physician  for  federally  required 
medical  screening  examinations 
performed  in  the  hospital  emer- 
gency department.  One  of  the 
program  goals  is  to  educate 
patients  that  the  emergency 
department  is  not  the  place  to 
obtain  regular  or  non-emergency 
medical  treatment.  RBMC  compa- 
nies are  not  required  to  pay  a 
triage  fee  to  out-of-network 
physicians  for  non-emergent  care. 

PCCM  covers  emergent  care 
without  referral.  A list  of  diag- 
noses considered  emergent  is 
available.  Urgent  services  require  a 
referral  by  the  PMP.  Care  for 
routine  conditions  in  the  emer- 
gency department  will  not  be 
reimbursed. 

Care  Wise  requires  the  PMP  to 
authorize  non-life-threatening 
services  provided  in  the  emer- 
gency department.  The  authoriza- 
tion must  be  given  before  the 
emergency  visit.  Documentation 
for  these  emergency  visits  will  be 
reviewed  on  a case-by-case  basis. 

MaxiHealth  will  pay  for 
urgent  and  emergent  care  accord- 
ing to  set  protocols.  All  emergency 
claims  must  be  submitted  on  paper 
and  are  manually  reviewed.  For 
non-urgent  care,  the  PMP  must  be 
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contacted  for  authorization  or  the 
claim  will  be  denied. 

SIHO/MaxiHealth  requires 
the  PMP  to  evaluate  the  severity  of 
the  patient's  symptoms  and  triage 
the  patient  to  the  appropriate  site 
for  care,  either  the  emergency 
department,  next  day  appointment 
for  non-urgent  care  or  an  urgent 
care  center.  After  normal  business 
hours,  the  SIHO  Member  Hotline 
will  be  staffed  with  a triage  staff 
person  to  assist  patients  with 
seeking  medically  appropriate 
care. 

MaxiHealth/ Managed  Health 
Services  requires  referrals  except 
in  cases  where  an  agreement  has 
been  reached  with  a local  hospital 
emergency  department  to  provide 
primary  care  call  coverage  for  a 
physician  without  prior  authoriza- 
tion at  rates  that  have  been  ap- 
proved by  MHS  as  comparable  to 
the  cost  of  providing  care  in  the 
primary  care  physician's  office. 
Where  authorization  is  required, 
the  physician  may  call  an  800 
number  and  make  the  authoriza- 


tion over  the  phone  without 
having  to  complete  the  referral 
form.  A referral  form  will  be 
generated  by  MHS  and  forwarded 
to  the  PMP's  office  for  verification. 

Q.  Will  electronic  filing  of 
claims  be  required  under  PCCM 
or  RBMC? 

A.  No,  claims  do  not  have  to 
be  filed  electronically.  The  MCOs 
do  not  accept  electronic  claims  at 
this  time. 

Q.  If  a physician  enrolls  in 
both  a PCCM  and  an  RBMC 
program,  do  charges  have  to  be 
filed  with  both  networks? 

A.  Yes,  claims  must  be  filed 
with  the  individual  company. 

Q.  What  happens  if  the 
managed  care  companies  become 
financially  insolvent? 

A.  The  RBMC  companies  were 
investigated  for  financial  solvency 
before  the  letting  of  contracts. 
Every  company  offered  a contract 
was  found  to  be  financially  sound. 


The  contracts  contain  language 
that  protect  Medicaid  physicians  if 
i the  managed  care  companies 
I should  become  insolvent. 

[ Q.  Who  can  I call  for  more 
I information? 

! A.  The  Indiana  State  Medical 
I Association  practice  management 
I consultants  are  available  to  answer 
I your  questions.  Call  Meg  Patton, 

I Barbara  Walker  or  Shelly  Symmes 
I at  1-800-257-4762  or  (317)  261-2060. 
You  may  also  call  the  follow- 
ing sources: 

• Hoosier  Healthwise  Hotline 
(PCCM):  1-800-889-9949. 

• Healthsource  (CareWise):  1- 
800-933-3466. 

I • Maxicare  (MaxiHealth): 

southern  region,  1-800-360- 
6294;  northern  region,  1-800- 
414-9475. 

• SIHO/MaxiHealth:  (812)  378- 

‘ 7000. 

• MaxiHealth /Managed  Health 
Services:  (219)  756-7134  or  1- 

! 800-414-5946.  □ 
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statewide  medical 
education  in  Indiana 


George  T.  Lukemeyer,  M.D. 

Glenn  W.  Irwin  Jr.,  M.D. 
Indianapolis 

In  the  early  1960s,  a newspa- 
per reporter  asked  John  D. 
VanNuys,  M.D.,  dean  of  the 
Indiana  University  School  of 
Medicine,  why  it  was  so  difficult  to 
recruit  psychiatrists  for  positions 
in  Indiana's  mental  health  care 
institutions.  Dr.  VanNuys  re- 
sponded that  Indiana's  stringent 
medical  licensure  laws  were 
restrictive,  and  Indiana,  like  the 
rest  of  the  nation,  suffered  from  a 
doctor  shortage.  There  followed  a 
decade  of  intense  interest  and 
activity  throughout  Indiana  by 
multiple  institutions  and  groups 
seeking  to  define  the  problem  and 
to  recommend  solutions.  All  of  this 
was  played  out  against  a back- 
ground of  the  introduction  of 
Medicare  and  Medicaid  (1965-66) 
and  the  turmoil  of  the  Vietnam 
War  years  (1965-74). 

Indiana,  like  many  other 
states,  had  a shortage  of  physicians 
complicated  by  an  imbalance  by 
specialty  and  geographic 
maldistribution.  There  was  a 
general  migration  of  physicians 
and  professional  and  technical 
personnel  from  the  Midwest.  The 
state  also  ranked  below  the 
national  average  in  numbers  of 
dentists,  nurses,  lawyers  and 
highly  trained  technical  and 
engineering  personnel.  This  highly 
publicized  phenomenon  was 
called  the  "Midwest  Brain  Drain." 

Widespread  concern  about  the 
"doctor  shortage"  spawned 
statewide  interest  in  expanding  the 
number  of  entering  medical 
students  as  a strategy  to  address 


the  shortfall  of  physicians.  Numer- 
ous institutions  of  higher  educa- 
tion, professional  societies  and 
community  organizations  devel- 
oped proposals  for  additional 
medical  schools  in  Indiana.  In 
February  1964,  Indiana  University, 
at  the  request  of  Gov.  Matthew  E. 
Welsh,  arranged  for  the  Booz  Allen 
& Hamilton  Management  Consult- 
ant Firm  of  Chicago  to  conduct  a 
study  as  to  how  Indiana  could 
meet  the  future  needs  for: 

• "Medical  education  - How  an 
increasing  number  of  young 
men  and  women  who  wish  to 
enter  the  field  of  medicine  can 
be  provided  with  the  profes- 
sional education  they  require. 

• Practicing  physicians  - How 
medical  education  programs 
within  the  state  can  help 
ensure  that  a sufficient  number 
of  physicians  will  be  available 
to  provide  the  medical  care 
needed  by  Indiana's  growing 
population." 

The  study,  conducted  in  two 
phases,  culminated  in  a report 
submitted  to  Gov.  Welsh  in 
December  1964.  The  future  needs, 
criteria  and  alternatives  set  forth  in 
the  final  report  were  felt  to  "reflect 
the  thinking  of  state  government, 
university,  medical  and  commu- 
nity leaders."  In  the  list  of  11 
criteria  that  should  be  met  as 
medical  programs  are  expanded  in 
Indiana,  the  number  one  criterion 
was:  "First  priority  should  be 
given  to  preparing  the  present 
Indiana  University  School  of 
Medicine  to  meet  existing  obliga- 
tions and  improve  the  quality  of 
existing  programs."  The  Booz 
Allen  & Hamilton  report  recom- 
mended a four-phased  plan  to  be 
carried  out  in  Indiana.  Phase  I,  to 


be  completed  by  1968-69,  called  foi 
"a  substantial  increase  in  state 
financial  support  to  increase  the  | 
faculty  and  facilities  of  the  present  | 
School  of  Medicine  and,  with 
assistance  from  Indiana  Univer-  I 

sity,  to  improve  and  expand  ' 

internships  and  residencies  in  , 

community  hospitals  in  Indiana. 
Also,  it  recommended  that  medical 
licensure  laws  be  revised  to  i 

facilitate  entry  of  qualified  physi- 
cians into  Indiana  from  other 
states.  During  Phase  I,  Indiana  j 

University  School  of  Medicine 
should  reorganize  internally  to  I 

prepare  for  Phase  II  and 
strengthen  the  combined  degree 
program  in  Bloomington." 

Phase  II,  expected  to  last  from 
1968-69  to  1974-75,  projected  "that 
medical  school  enrollments  in  the 
state  will  need  to  about  double  in 
the  next  ten  years  and  that  Indiana  ; 
will  need  to  retain  or  attract  about  j 
the  same  number  of  physicians  ! 

that  might  be  graduated  from  such  | 
expanded  enrollments  if  it  is  only 
to  maintain  the  present  proportion  | 
of  physicians  to  the  population. 
There  are  many  alternative  ap- 
proaches to  meeting  the  needs  for 
expansion  of  undergraduate 
medical  education  facilities  in  the 
state.  The  plan  recommended  in 
Phase  II  is  to  expand  Indiana 
University  School  of  Medicine  on 
the  present  campus,  but  in  smaller 
organization  units.  Such  an 
approach  would  combine  the 
opportunities  and  economics  of  a 
larger  medical  school  with  the 
effectiveness  of  a smaller  school.  In 
the  second  phase,  therefore, 
enrollments  would  expand  by 
about  50%  under  this  new,  but 
promising,  approach  to  medical 
education  and  the  needs  of  the 
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' state.  During  this  phase,  consider- 
able progress  toward  the  develop- 
ij  ment  of  a 'medical  university' 
should  be  possible." 

Phase  m,  1974-75  to  1978-79, 
envisioned  enrollments  in  medical 
school  would  double  in  Indiana  to 
400  entering  students. 

Phase  rV,  beginning  sometime 
after  1980,  anticipated  a 
re-examination  of  needs,  criteria 
and  alternatives. 

Booz  Allen  & Hamilton 
detailed  six  alternative  means  for 
meeting  future  needs  for  medical 
education  in  Indiana.  The  alterna- 
tives ranged  from  doing  nothing  to 
expanding  the  lU 
School  of  Medi- 
cine, to  establish- 
ing another 
four-year  medical 
school  in 
Bloomington, 

Evansville,  Fort 
Wayne,  Lake 
County,  South  Bend-Mishawaka- 
Elkhart,  Ball  State  University, 
Indiana  State  University,  Purdue 
University,  University  of  Notre 
Dame  and  / or  to  one  or  more 
two-year  basic  science  medical 
schools  on  selected  campuses  in 
Indiana.  No  further  action  on  the 
Booz  Allen  & Hamilton  report  was 
forthcoming. 

The  faculty  of  the  lU  School  of 
Medicine  had  elected  not  to  accept 
a passive  role  in  the  innovation  of 
medical  education.  It  fully  ex- 
pected to  be  counted  in  the  fore- 
front of  American  schools  inter- 
ested in  new  and  better  methods  of 
quality  medical  education.  A 
committee  appointed  by  Dr. 
VanNuys  in  1962  and  headed  by 
John  I.  Numberger,  M.D.,  began  a 
study  of  the  school's  traditional 
"lockstep"  curriculum  and  started 
the  process  to  design  a new 


curriculum.  In  1964,  Dr. 
Numberger,  acting  dean  of  the  lU 
School  of  Medicine,  expanded  the 
committee  to  a Clinical  Council  for 
Curricular  Affairs  with  William  P. 
Deiss,  M.D.,  then  professor  of 
medicine  and  biochemistry,  as 
chairman.  The  council's  important 
studies  were  continued  by  succes- 
sive expanded  committees  ap- 
pointed by  Dean  Glenn  W.  Irwin 
Jr.,  M.D.,  until  the  entire  medical 
school  faculty  was  involved  in 
some  way.  In  1966,  Edward  Tyler, 
M.D.,  became  co-chairman  with 
Dr.  Deiss,  and  by  January  1968,  the 
initial  major  innovation,  the 


"Introduction  to  Medicine"  course 
was  presented  for  the  first  time  in 
the  new  and  evolving  curriculum. 
Statewide  clinical  electives  were 
arranged  and  offered  to  fourth 
year  students  in  1969.  Projections 
called  for  full  implementation  in 
1971  of  the  1966  faculty-approved 
"Ultimate  Curriculum." 

During  the  1965  session  of  the 
Indiana  General  Assembly,  Senate 
Bill  336  proposed  an  act  to  estab- 
lish a college  of  medicine  with  a 
department  of  community  medi- 
cine and  family  practice  at  what 
was  then  called  Ball  State 
Teacher's  College.  It  was  not 
enacted. 

In  May  1965,  Dr.  Irwin,  dean 
of  the  lU  School  of  Medicine, 
appointed  a committee  of  the 
medical  school  faculty  to  coordi- 
nate the  various  studies  relating  to 
developing  the  best  possible  plan. 


from  the  point  of  view  of  the  state 
as  a whole,  for  future  medical 
education  in  Indiana.  This  10- 
member  committee  of  the  faculty 
chaired  by  George  T.  Lukemeyer, 
M.D.,  made  its  report  in  June  1966. 
Several  problems  existed  in  the 
state.  The  number  of  doctors  for 
every  100,000  people  in  Indiana 
was  lower  (97  per  100,000)  than 
any  neighboring  state  except 
Kentucky  and  substantially  below 
the  national  average  of  143  per 
100,000.  In  1965,  Indiana  had  2.5% 
of  the  U.S.  population,  and  also 
had  2.5%  of  the  nation's  first-year 
medical  students  (216).  In  1965, 
Indiana's  one 
medical  school 
produced  more 
graduates  than 
the  total  number 
of  internships  in 
all  of  the 
hospitals  in  the 
state.  Indiana 
was  a "brain-drain"  state  in  which 
only  51%  of  the  doctors  educated 
in  Indiana  stayed  to  practice  in  the 
state.  The  one  school  of  medicine 
was  considerably  underfunded. 
There  were  too  few  directors  of 
medical  education  in  Indiana 
hospitals.  Indiana's  licensure  laws 
were  restrictive  and  discouraged 
qualified  physicians  from  coming 
to  Indiana. 

In  the  years  preceding  the  1966 
Lukemeyer  Committee  Report,  the 
lU  School  of  Medicine  had  taken 
several  steps  to  help  alleviate  the 
doctor  shortage.  The  number  of 
medical  students  accepted  and 
graduated  had  been  increased 
rapidly.  (There  were  150  matricu- 
lants in  1950,  202  in  1964  and  216 
in  1966.)  This  rate  of  increase  of 
freshman  medical  student  enroll- 
ment at  the  lU  School  of  Medicine 
far  exceeded  the  rate  for  the  rest  of 


Indiana  was  a “brain-drain”  state 
in  which  only  51%  of  the  doctors  educated  in 
Indiana  stayed  to  practice  in  the  state. 
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the  nation  and  was  much  greater 
than  the  rate  of  population  in- 
crease in  the  state  from  1950  to 
1966.  Further,  a rapid  expansion  of 
the  residency  and  fellowship 
training  program  at  the  lU  Medical 
Center  was  in  progress.  From  67 
residents  at  the  lU  Medical  Center 
in  1950,  there  were  nearly  300  in 
1966.  Allied  Health  Science 
training  programs  had  been 
continuously  increased.  The 
innovative  combined  degree 
(M.D.-Ph.D.)  medical  education 
program  was  initiated  by  the 
medical  school  on  the 
Bloomington  campus  in  1959. 

The  1966  Lukemeyer  Commit- 
tee Report  made  several  recom- 
mendations. First,  the  lU  School  of 
Medicine  needed  adequate  sup- 
port. Graduate  (internship  and 
residency)  medical  education 
needed  to  be  expanded  to  the 
community  hospitals  throughout 
the  state.  There  needed  to  be  a 
statewide  communications  net- 
work using  telephone,  television 
and  computer  linkage  connecting 
participating  colleges  and  univer- 
sities, cooperating  community 
hospitals  and  the  lU  Medical 
Center.  The  committee  endorsed 
the  new  and  evolving  curriculum 
for  the  medical  school,  which 
presented  a core  of  preclinical 
education  in  a single  first  year.  The 
second  year  included  a new 
introduction  to  clinical  medicine 
transitional  course,  and  the  third 
year  advanced  education  in  both 
basic  and  clinical  sciences.  The 
fourth  year  was  envisioned  as  an 
elective  year  with  many  opportu- 
nities for  senior  clinical  experi- 
ences in  community  hospitals 
throughout  Indiana.  The  school  of 
medicine  should  give  appropriate 
academic  titles  to  full-time  direc- 
tors of  medical  education  through- 


out the  state  as  well  as  help  fund 
these  positions. 

Partial  funding  of  internship 
and  residency  programs  from  the 
state  via  the  medical  school  should 
be  accomplished.  Expansion  of  the 
medical  library  via  a statewide 
electronic  link-up  with  participat- 
ing institutions  and  physicians 
should  be  developed.  The  first  part 
of  the  core  curriculum,  the  basic 
science  year,  could  be  taken  at  any 
university  or  college  with  strong 
basic  science  departments  that 
were  organized,  staffed  and 
equipped  to  do  the  work.  Such  a 
model  had  existed  on  the 
Bloomington  campus  since  1959. 

This  Indiana  University  plan 
could  be  quickly  implemented  and 
would  directly  approach  the 
problem  of  the  physician  brain 
drain  in  the  state.  It  would  also  be 
much  less  expensive  than  building 
a new  four-year  medical  school 
and  teaching  hospital.  The  new 
curriculum  would  permit  a future 
increase  in  entering  students  at 
other  universities  in  the  state.  By 
increasing  and  filling  good  and 
attractive  internship  and  residency 
programs,  the  state  would  retain 
more  doctors. 

This  then  was  the  Indiana  plan 
as  presented  in  April  1966  to  the 
Subcommittee  to  Study  Medical 
Education  of  the  Legislative 
Advisory  Commission  of  the  94th 
Indiana  General  Assembly.  The 
proposal  was  met  with  the  usual 
amount  of  skepticism,  derision 
and,  in  some  instances,  open 
hostility.  The  plan  had  not  been 
concocted  as  a revolutionary 
approach  to  medical  education  in 
Indiana.  It  resulted  from  a very 
fortunate  set  of  geographic, 
demographic  and  educational 
circumstances. 

The  1967  General  Assembly 


presented  real  challenges  to  Dean 
Irwin  and  Claude  Rich,  Indiana 
University  legislative  liaison,  as 
the  Indiana  University  Plan  for 
Statewide  Medical  Education 
moved  through  the  61-day  legisla- 
tive process.  There  was  another 
movement  by  presidents  and 
directors  of  medical  education  in 
the  larger  hospitals  throughout  theJ 
state  to  obtain  state  support  for  theJ 
financing  of  internship-residency 
programs.  The  cost  of  medical 
education  conducted  by  private 
hospitals  was  a source  of  increas- 
ing apprehension. 

The  following  year,  1967,  the 
Indiana  General  Assembly  enacted  I 
unanimously  Senate  Enrolled  Act 
359  into  law.  This  unique  law 
emphasized  the  state's  desire  and 
willingness  to  support  medical 
education  in  Indiana  and  included 
some  of  the  elements  of  the 
Indiana  University  plan.  The 
introduction  to  the  law  reads  as 
follows:  "An  act  providing  for  the 
establishment  of  a regional, 
hospital  affiliated, 
internship-residency  program  and 
development  of  an  expanded 
continuing  medical  education 
program;  and  making  an  appro- 
priation therefore." 

The  legislation  included  two 
sections.  The  first  made  a $1 
million  appropriation  to  support 
the  internship /residency  pro- 
grams throughout  the  state.  A 
Medical  Education  Board  of  five 
members  was  established,  with  the 
dean  of  the  lU  School  of  Medicine 
as  chairman.  This  board  was 
authorized  to  establish  policies  for 
the  use  of  expenditures  for  the 
internship  / residency  programs 
but  was  not  to  establish  or  recom- 
mend policies  of  teaching  or 
education  by  the  medical  school. 
The  Medical  Education  Board 
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established  policies  regarding  the 
funding  of  stipend  supplements 
for  interns  and  residents  through- 
out Indiana. 

A second  portion  of  the  law 
appropriated  $1.5  million  dollars 
to  be  used  by  the  lU  School  of 
Medicine  for  the  appointment  and 
funding  of  statewide  off-campus 
faculty  members,  mostly  at  the 
community  level,  and  for  operat- 
ing and  purchasing  equipment  for 
a statewide  communications 
system  including  Library  and 
computer  facihties.  A grant-in-aid 
program  for  community  hospitals 
contributed  to  the  support  of 
off-campus 
directors  of 
medical  educa- 
tion, volunteer 
faculty  members 
and  the  graduate 
medical  education 
and  continuing 
medical  education 
programs  in  the 
hospitals. 

This  Phase  I 
of  a statewide  medical  education 
system  was  effective  immediately. 
In  1967,  just  prior  to  the  initiation 
of  the  program,  there  were  428 
interns  and  residents  in  Indiana, 
and  the  vast  majority  were  located 
only  in  two  cities,  Indianapolis  and 
South  Bend.  Ten  years  later,  there 
were  865  residents  in  nine  Indiana 
cities  with  27  participating  hospi- 
tals. The  percentage  of  lU  School 
of  Medicine  graduates  taking 
intem-resident  training  in  the  state 
increased  dramatically,  and  the 
number  of  practicing  physicians  in 
Indiana  rose  steadily. 

An  important  second  phase  of 
the  Indiana  program  began  in  1968 
when  it  became  obvious  that  even 
greater  numbers  of  entering 
medical  students  were  needed. 


even  though  the  lU  School  of 
Medicine  had  continued  its 
increase  in  enrollments.  By  1967 
there  were  221  entering  students  at 
the  lU  School  of  Medicine.  In 
September  1968,  the  medical 
school,  in  cooperation  with  Purdue 
and  Notre  Dame  universities, 
embarked  upon  pilot  programs  for 
the  teaching  of  basic  medical 
sciences  to  a limited  number  of 
medical  students  in  Lafayette  and 
South  Bend.  Entering  medical 
students  in  1968  could  be  found  at 
Indiana  University  in 
Bloornington,  lU  School  of  Medi- 
cine in  Indianapolis,  Purdue 


University  in  Lafayette  and  the 
University  of  Notre  Dame  in  South 
Bend.  The  medical  school  had  had 
considerable  experience  in  this 
area  because  in  1959  a medical 
education  program  was  estab- 
lished at  Indiana  University  in 
Bloomington  that  offered  the  basic 
medical  sciences  to  undergraduate, 
medical  and  graduate  students. 

The  Bloomington  program  proved 
that  basic  medical  sciences  could 
be  provided  at  a strong  university 
that  had  good  divisions  of  biologi- 
cal and  physical  sciences,  even 
though  that  institution  did  not 
have  a traditional  four-year 
medical  school  on  its  campus. 

Another  study  of  medical 
education  in  Indiana  was  under- 
taken by  the  State  Policy  Commis- 


sion on  Post  High  School  Educa- 
tion established  by  the  1967 
Indiana  General  Assembly.  This 
commission,  chaired  by  Richard  D. 
Stoner,  made  its  report  to  Gov. 
Roger  D.  Branigin  in  December 
1968.  The  commission  made  17 
recommendations,  including  the 
establishment  of  a statewide 
planning  and  coordinating  board 
of  regents.  The  proposed  board  of 
regents  should  establish  and 
appoint  an  advisory  council  on 
education  for  the  health  profes- 
sions. The  commission  recom- 
mended the  continuation  of  the 
new  rU  Statewide  Internship- 
Residency 
Program  until 
evaluated  by  the 
proposed 
advisory 
council.  The 
section  of  this 
report  on  the 
education  for 
the  health 
professions 
again  cited  the 
shortage  of  physicians  in  the  state. 
Indiana  ranked  35th  in  the  number 
of  physicians  per  population 
among  the  50  states.  Although  the 
lU  School  of  Medicine  was  the 
largest  school  in  enrollment  in  the 
United  States  (221  entering  stu- 
dents in  1967-68),  Indiana  ranked 
21st  in  the  number  of  medical 
students  per  100,000  population. 
The  Stoner  Commission  Report 
reaffirmed  the  deficiencies  in  the 
number  and  quality  of  internship 
opportunities  in  the  state.  It 
documented  that  a significant 
number  of  the  available  residency 
positions  in  Indiana  were  unfilled. 
It  emphasized  again  that  the 
decision  for  the  location  of  practice 
of  a physician  is  largely  dependent 
upon  where  he  / she  interns  or  does 
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a residency  rather  than  where  one 
graduates  from  medical  school. 
This  report  considered  the  new 
statewide  internship-residency 
program  in  Indiana  a truly  signifi- 
cant development. 

The  Stoner  Commission 
Report  concluded  that  expansion 
of  medical  student  education  in 
Indiana  was  urgent.  Four  possible 
alternatives  that  were  considered 
included: 

1.  Further  expansion  of  the  lU 
Medical  Center; 

2.  The  establishment  of  a two- 
year  medical  school; 

3.  The  establishment  of  a new 
four-year  medical  school;  and 

4.  Integration  of  senior  universi- 
ties in  a statewide  system  of 
medical  education. 

The  final  decision  regarding 
expansion  of  medical  education 
was  to  be  the  responsibility  of  the 
proposed  board  of  regents  assisted 
by  the  proposed  advisory  council 
on  education  for  the  health  profes- 
sions. 

Beurt  SerVaas,  a member  of 
the  Stoner  Commission,  prepared 
an  appendix  to  the  report.  He 
proposed  an  integration  of  senior 
universities  in  a statewide  system 
of  medical  education.  This  pro- 
posal was  similar  to  the  Indiana 
University  Plan  for  Future  Medical 
Education  in  Indiana,  which  was 
armounced  in  1966  and  had 
partially  been  tested  when  first- 
year  medical  students  were 
admitted  to  Purdue  University  in 
Lafayette  and  to  Notre  Dame  for 
the  1968-69  year. 

Creation  of  the  Commission  on 
Medical  Education 

By  executive  order  on  June  12, 
1969,  Gov.  Edgar  D.  Whitcomb 
established  a Commission  on 
Medical  Education  and  charged 


the  commission  to  devise  and 
implement  a system  of  statewide 
medical  education  that  could 
immediately  and  effectively 
increase  the  number  of  physicians 
in  training  while  at  the  same  time 
maintaining  medicine's  high 
academic  standards. 

The  governor's  commission 
was  composed  of  32  members, 
approximately  one-third  of  whom 
were  M.D.s,  with  the  majority 
representing  the  lay  consumer  of 
medical  services,  representative 
legislators  from  both  political 
parties,  the  academic  vice  presi- 
dents of  Indiana's  major  universi- 
ties, scientists,  educators,  hospital 
administrators  and  businessmen, 
together  with  the  dean  of  the  lU 
School  of  Medicine  and  the 
presidents  of  the  junior  and  senior 
classes  of  the  medical  school. 

Under  the  chairmanship  of 
Indianapolis  businessman  Beurt  R. 
SerVaas,  the  commission  consid- 
ered a number  of  proposed  plans 
to  meet  the  need  for  new  physi- 
cians. On  Feb.  11, 1970,  the  com- 
mission adopted  a resolution  for  a 
Statewide  Medical  Education 
Program.  The  resolution,  in 
summary,  stated  that  the  lU 
medical  school  had  expanded  its 
enrollment  to  meet  the  need  for 
more  physicians  in  the  state  but 
finds  it  difficult  to  satisfy  the 
ever-increasing  demand  for 
qualified  persons  to  deliver  health 
care  services.  The  building  of  a 
traditional  second  medical  school 
would  require  a delay  of  approxi- 
mately 10  years  before  increasing 
the  number  of  graduating  physi- 
cians, would  cost  an  amount 
exceeding  the  current  financial 
capabilities  of  the  state  and  would 
materially  benefit  only  one  limited 
area  of  the  state. 

The  resolution  adopted  a 


"Seven  Center  Plan,"  creating 
medical  education  centers  in  the 
communities  of  Lake  County, 
South  Bend,  Fort  Wayne,  Muncie, 
Lafayette,  Terre  Haute  and  Evans- 
ville for  the  year  1970-71.  The 
administration  of  the  lU  School  of 
Medicine  was  invested  with  the 
responsibility  and  authority  for 
planning  and  implementing  an 
orderly  expansion  program.  Joint 
faculty  appointments  by  the  lU 
School  of  Medicine  and  other 
institutions  of  higher  education 
should  be  made.  The  medical 
school  would  provide  admission 
procedures,  curricular  develop- 
ment and  accreditation.  The 
establishment  of  a system  of 
evaluation  must  be  made  to  ensure 
continuing  quality  of  the  educa- 
tional program. 

The  commission's  resolution 
recognized  that  the  acute  needs  for 
augmented  physical  facilities  and 
additional  faculty  at  the  lU  Medi- 
cal Center  in  Indianapolis  must 
simultaneously  be  met  to  ensure 
the  continuing  high  quality  of 
education  to  the  increased  number 
of  students  for  the  health  care 
professions  under  this  plan. 

After  the  Commission  on 
Medical  Education  adopted  its 
resolution  in  February  1970,  a 
series  of  well-planned  meetings 
were  scheduled  in  each  of  the 
seven  communities  where  medical 
education  centers  were  to  be 
located.  The  following  people 
attended  and  presented  the  case  of 
the  Indiana  Statewide  Medical 
Education  Program:  Gov.  Edgar  D. 
Whitcomb;  Beurt  R.  SerVaas, 
chairman  of  the  commission;  Dr. 
Irwin,  dean  of  the  lU  School  of 
Medicine;  and  Steven  C.  Beering, 
M.D.,  associate  dean.  The  follow- 
ing representatives  attended  the 
meetings  in  their  communities:  the 


268 


INDIANA  MEDICINE/May/June  19<5 


1 mayor,  state  legislators,  commis- 
sion members,  media,  university 
officials,  health  professionals  and 
civic  leaders.  The  meetings  were 
well-attended  and  stimulated 
much  good  two-way  discussion. 
Throughout  the  state,  the  plan 
seemed  to  have  strong  support. 

The  Indiana  Statewide  Medical 
i Education  system 
I established  by  1971  Indiana 
General  Assembly 
House  Enrolled  Act  1430  was 
overwhelmingly  approved  by  the 
I legislature  in  1971.  It  endorsed  the 
resolution  of  the  Commission  on 
I Medical  Education  in  which  the 
adrninistration  of  the  lU  School  of 
Medicine  shall  be  responsible  for 
planning  and  implementing  the 
orderly  development  and  expan- 
sion of  a medical  education 
program  in  each  center  in  coopera- 
tion with  the  director  and  staff  of 
the  cooperating  institutions. 
$1,750,000  was  authorized  for  the 
1971-72  academic  year  to  begin  the 
program.  By  June  30, 1971,  a 
director  had  been  recruited  for 
each  of  the  seven  centers  for 
medical  education. 

Implementation  of  the  Indiana 
Statewide  Medical  Education 
system  began  immediately  after 
the  1971  legislative  approval.  Dr. 
Beering,  associate  dean,  coordi- 
nated the  overall  implementation 
of  the  system.  Dr.  Lukemeyer, 
executive  associate  dean,  super- 
vised the  programs  of  the  Medical 
Educational  Resources  Program, 
the  Indiana  Higher  Education 
! Telecommunication  System  and 
the  expansion  of  services  by  the 
medical  school  library.  That  year, 
the  number  of  entering  medical 
students  was  increased  to  273.  In 
1972,  290  students  were  admitted, 
and  all  centers  were  assigned 


medical  students,  except  Fort 
Wayne,  which  had  elected  to  be  a 
clinical  program  initially.  In  1973, 
305  students  were  admitted,  and 
each  center,  except  Fort  Wayne, 
had  20  entering  medical  students. 
The  Fort  Wayne  Center  enrolled  its 
first  class  of  entering  medical 
students  in  1981.  Total  entering 
enrollment  in  the  statewide 
medical  educational  program 
remained  at  305  until  1982  and 
then  was  gradually  decreased  to 
265  in  1986.  The  entering  class  size 
was  again  increased  in  1992  to  its 
current  280  students.  By  1982,  all 
centers  had  developed  programs 
for  second-year  students. 

In  the  three  decades  since  the 
start  of  Phase  I of  the  Indiana  plan, 
the  total  number  of  interns  and 
residents  in  Indiana  hospitals 
increased  from  428  in  1967  to  1,276 
in  1995.  Family  practice  residents 
in  Indiana  hospitals  increased 
from  175  in  1977  to  258  in  1995. 
Fifteen  hospitals  in  seven  cities 
now  conduct  educational  pro- 
grams in  the  statewide  residency 
program. 

As  we  celebrate  the  25th 
anniversary  of  the  unique  lU 
School  of  Medicine  Statewide 
Medical  Education  program,  some 
interesting  statistics  emerge.  In 
1970  there  were  5,274  nonfederal 
physicians  in  Indiana  for  a 102- 
per-100,000  population  ratio.  In 
1995,  there  were  approximately 
10,430  nonfederal  physicians  in 
Indiana,  for  a ratio  of  190-per- 
100,000  population.  In  this  25-year 
period  of  the  Indiana  Statewide 
System  of  Medical  Education,  the 
number  of  physicians  in  Indiana 
has  essentially  doubled  (98%).  The 
population  of  the  state,  during  the 
same  period  of  time,  has  increased 
by  approximately  8%. 

Another  important  feature  of 


the  statewide  system  is  the  active 
participation  of  part-paid  and 
volunteer  faculty  physicians 
throughout  Indiana.  In  the  1994-95 
academic  year,  the  statewide 
system  faculty  included  956 
full-time,  69  part-time  and  1,896 
volunteer  members.  This  means 
more  than  25%  of  Indiana  physi- 
cians are  teaching  medical  stu- 
dents and  / or  residents  and 
colleagues  in  a remarkable  decen- 
tralized program  involving 
undergraduate,  graduate  and 
continuing  medical  education. 

Council  to  study  the  future 
of  the  lU  System  of  Statewide 
Medical  Education 

The  1991-93  lU  School  of  Medicine 
budget  was  reduced  drastically, 
and  a $7  million  deficit  existed 
during  the  biennium  for  the 
Statewide  System  on  Medical 
Education.  As  a last  resort,  consoli- 
dating or  closing  one  or  more  of 
the  seven  centers  was  discussed. 
The  seven  center  communities' 
reactions  to  this  proposal  were 
such  that  the  Indiana  legislature 
forbade  closing  any  of  the  centers 
during  1991-92.  Also,  the  General 
Assembly  asked  the  lU  School  of 
Medicine  to  submit  a report  to  the 
state  budget  committee  by  Nov.  1, 
1991,  covering  the  future  of  the 
Indiana  Statewide  System  of 
Medical  Education.  To  help 
prepare  the  response  to  the 
General  Assembly's  request,  lU 
Vice  President  Gerald  L.  Bepko 
and  Walter  J.  Daly,  M.D.,  dean  of 
the  medical  school,  appointed  a 
council  with  broad  representation 
to  conduct  a study  of  the  statewide 
medical  education  system. 

Geoffrey  Segar,  an  Indianapolis 
attorney,  chaired  the  council. 

Members  of  the  council  heard 
testimony  by  appropriate  groups 
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in  support  of  each  of  the  seven 
centers  plus  the  medical  sciences 
program  at  Bloomington.  All  of  the 
communities  agreed  that  the 
centers  provided  the  following 
important  contributions: 

1.  Attraction  of  physicians  to  the 
community; 

2.  Retention  of  physicians  and 
improved  quality  of  care; 

3.  Enhancement  of  the  host 
institutions'  programs;  and 

4.  Favorable  economic  impact  on 
the  regions. 

The  report  of  the  council 
concluded  that  the  Indiana  Univer- 
sity Statewide  Medical  Education 
System  has  been  shown  to  be 
fundamental  to  the  health  and 
prosperity  of  the  people  of  the 
state.  It  has  contributed  to  a 
doubling  of  the  number  of  physi- 
cians in  the  state  and  partially 
redressing  the  geographic 
maldistribution  of  primary  care 
physicians  in  the  state.  Both  now, 
and  in  the  foreseeable  future,  the 
health  care  delivery  system  will 
account  for  a significant  portion  of 
the  expenditures  affecting  the 


economy  and  stability  of  the 
regions.  The  most  important 
ingredient  will  be  the  adequate 
supply  of  well-trained  physicians 
needed  for  the  prevention  and 
treatment  of  disease  and  care  for 
an  ever- widening  range  of  health 
disorders.  The  centers  are  a vital 
part  of  the  system  and  contributed 
effectively  to  the  progress  that  has 
been  documented.  Testimony  from 
the  communities  in  which  the 
centers  are  located  underscore 
their  importance  to  the  region  and 
the  commitment  of  their  leader- 
ship to  assist  in  raising  local 
support  for  capital  expenses  and 
urging  their  legislators  to  seek 
additional  state  appropriations. 

The  council  unanimously 
recommended  that  all  Indiana 
University  Centers  for  Medical 
Education  be  continued  and 
enhanced  and  that  a primary  care 
network  be  developed  to  attract 
resident  physicians  to  primary 
care.  The  council  urged  the  Gen- 
eral Assembly  to  increase  the  level 
of  funding  for  this  important 
program. 


With  the  introduction  of  the 
Indiana  Statewide  Medical  Educa- 
tion Program,  the  traditional 
concept  of  an  academic  medical 
center  as  a discrete  and  isolated 
geographic  entity  was  discarded. 
Indiana's  statewide  decentralized 
program,  under  the  direction  of 
the  lU  School  of  Medicine  and  in 
cooperation  with  other  institutions 
of  higher  education,  community 
hospitals  and  practicing  physi- 
cians, made  an  immediate  and 
lasting  beneficial  impact  on  the 
state's  medical  workforce  and 
opportunities  for  participation  in  a 
continuum  of  high  quality  medical 
education  programs  embracing 
undergraduate,  graduate  and 
continuing  medical  education.  □ 

Dr.  Lukemeyer  is  professor 
emeritus,  Indiana  University  School 
of  Medicine,  and  chairman  of  the 
editorial  hoard  o/ Indiana  Medicine. 
Dr.  Irwin  is  dean  emeritus,  Indiana 
University  School  of  Medicine. 
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Where  the  treatment  of  coronary  heart  disease 
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Beware  of  retirement 
_plan  excise  taxes_ 


Joel  M.  Blau,  CFP 
Chicago 

T-J se  caution  when  taking 
retirement  distributions  from  your 
tax  qualified  plans.  The  Tax 
Reform  Act  of  1986  established  a 
15%  excise  tax  on  withdrawals 
from  retirement  plans  that  exceed 
certain  limits.  To  determine  if  you 
are  affected,  you  must  include  the 
total  value  of  all  distributions  from 
qualified  pension  and  profit 
sharing  plans,  Keoghs,  403(b)  tax 
sheltered  annuities  and  IRAs. 

After  tax  employee  contributions 
are  not  included  in  the  calculation. 

Generally,  the  15%  excise  tax 
will  apply  to  yearly  distributions 
in  excess  of  $155,000  for  1996.  This 
figure  can  increase  in  the  future  as 
it  is  indexed  for  inflation.  If  you 
were  to  take  a lump  sum  distribu- 
tion, the  excise  tax  will  be  on  the 
amount  in  excess  of  five  times  the 
annual  limit  of  $155,000  or 
$775,000.  Keep  in  mind  that  the 
lump  sum  excise  tax  applies  only 
to  a taxable  distribution,  not  to  a 
qualified  rollover.  With  a rollover, 
you  actually  transfer  your  quali- 
fied plan,  typically  at  retirement  or 


termination  of  employment,  to  an 
IRA.  In  this  case,  the  excise  tax  will 
only  apply  when  you  begin  taking 
taxable  distributions  from  the  IRA. 

What  makes  matters  more 
confusing  is  that  some  taxpayers 
used  an  irrevocable  grandfather 
election  on  their  1987  or  1988  tax 
return.  These  individuals  had 
accrued  qualified  retirement 
benefits  in  excess  of  $562,500  as  of 
Aug.  1, 1986.  The  election  allowed 
for  a grandfathering  of  those 
benefits  at  the  time  and  caused  the 
portion  of  any  distribution  attrib- 
utable to  such  accrued  benefits  to 
be  exempt  from  the  15%  excise  tax. 

A seemingly  logical  method  of 
avoiding  the  excise  tax  altogether 
would  be  to  simply  limit  your 
annual  retirement  distributions  to 
the  threshold  amount.  At  death, 
your  remaining  balance  would  be 
distributed  to  your  intended  heirs. 
Unfortunately,  the  government 
was  not  about  to  allow  taxpayers 
this  generation  skipping  opportu- 
nity. If  an  individual  dies  before 
receiving  his  entire  retirement 
benefit,  an  "excess  retirement 
accumulation"  tax  may  be  im- 
posed on  that  portion  deemed  to 
be  excessive.  To  determine  the 


amount  to  which  the  excise  tax  is 
imposed,  a calculation  is  made. 

The  15%  added  tax  is  computed  by 
taking  the  current  value  of  all 
qualified  retirement  plans  and 
subtracting  the  present  of  an 
annuity  payable  for  the  life  expect- 
ancy of  the  individual  immediately 
before  his  or  her  death.  The 
annuity  is  based  on  annual 
$155,000  payments  or  the  appli- 
cable annual  figure  if  the  grandfa- 
ther election  was  made.  To  make 
matters  worse,  the  excise  tax  at 
death  is  in  addition  to  the  federal 
estate  tax,  which  has  a top  tax  rate 
of  55%. 

If  the  value  of  your  retirement 
plan  subjects  you  to  the  15%  excess 
distribution  or  accumulation  excise  | 
tax,  proper  planning  is  needed. 

The  use  of  various  strategic  estate 
and  retirement  planning  tech- 
niques can  help  you  minimize  the 
effect  of  the  excise  tax  over  your 
lifetime,  as  well  as  at  death.  □ 

The  author  is  president  of 
MEDICUS  Asset  Advisors,  Inc.,  an 
associate  of  AM  A Investment  Advis- 
ers, L.P.  He  welcomes  readers' 
questions  and  can  be  reached  at  1-800- 
883-8555. 
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The  Remedy  For 
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In  an  environment  where  change 
is  the  only  constant,  AllMed's  500 
billing  and  practice  management 
specialists  allow  providers  to  con- 
centrate on  practicing  medicine. 
AllMed  is  the  source  for  compre- 
hensive, cost  effective  medical 
billing,  collections  and  lending. 

Our  knowledge  of  the 
payers,  as  well  as  our  unique  ability 
to  provide  asset-backed  lending 
based  on  the  value  of  receivables, 
is  why  over  100  hospitals  and 
3,000  physicians  covering  more 
than  25  specialties  have  come  to 
AllMed  for  solutions,  making  us 
one  of  the  top  five  medical  billing 
and  collecting  companies  in  the 
country. 

We  guarantee  an  increase 
in  revenue,  regardless  of  your  size 
or  specialty,  by  improving  total 
collections,  decreasing  days  for 
reimbursement  and  increasing 
reimbursements  at  the  time  of 
service.  Our  fee  arrangements 
and  guarantee  programs  ensure 
that  if  you  do  not  get  paid,  we  do 
not  get  paid. 

AllMed.  Let  us  handle  the  change. 


AllMed 

FINANCIAL  CORP 

1-800-877-8577 

Chicago  Indianapolis 
St.  Louis  ❖ Baltimore  ❖ Washington, D.C. 
Rutherford,  N] 
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scientific  contribution 


Response  of  bidimensionally  measurable 
metastases  to  flutamide  withdrawal  in  a 
patient  with  advanced  prostate  cancer 


Gregory  P.  Warren,  M.D. 
Bruce  J.  Roth,  M.D. 


A. 


Lndrogen  blockade  is  the 
primary  therapeutic  maneuver  in 
patients  with  symptomatic, 
metastatic  prostate  cancer,  and 
either  surgical  castration  or  the  use 
of  luteinizing  hormone-releasing 
hormone  (LHRH)  agonists  are  felt 
to  be  equivalent  in  terms  of 
response,  time  to  progression  and 
overall  survival.^  However,  the 
data  regarding  the  potential 
benefits  of  the  addition  of  nonste- 
roidal antiandrogens  such  as 
flutamide  (Eulexin®)  or 
bicalutamide  (Casodex®)  to  either 
bilateral  orchiectomy  or  LHRH 
agonist  are  conflicting.  While  the 
most  frequently  cited  study 
demonstrated  a seven-month 
survival  advantage  for  patients 
receiving  combined  androgen 
blockade,^  a more  recently  pub- 
lished meta-analysis  of  22  random- 
ized trials  involving  over  5,700 
patients  failed  to  demonstrate  any 
survival  advantage  for  this  ap- 
proach.^ Regardless  of  the  ap- 
proach taken,  the  median  time  to 
progression  in  patients  with 
advanced  prostate  cancer  treated 
with  primary  hormonal  therapy 
remains  approximately  18  months, 
with  a median  survival  in  such 
''hormone-refractory"  patients  of 
12  months.  Due  to  the  lack  of 
efficacy  of  second-line  hormonal 
theapy  in  hormone-refractory 
patients  and  the  limited  benefits 
seen  with  systemic  chemotherapy, 
there  are  few  treatment  options 


available  in  this  clinical  setting. 

Despite  their  lack  of  proven 
efficacy,  there  is  widespread  use  of 
the  antiandrogens.  A number  of 
previous  reports  in  the  literature 
have  documented  serologic 
responses  at  the  time  of  docu- 
mented disease  progression  simply 
to  the  withdrawal  of  the 
antiandrogen,  although  only  rarely 
have  bidimensionally  measurable 
lesions  had  documented  regres- 
sion. We  describe  below  such  a 
case  and  discuss  the  implications 
for  this  and  similar  cases  on  the 
interpretation  of  response  to 
subsequent  therapy,  as  well  as  its 
impact  on  clinical  trial  design. 

Clinical  case 

The  patient  was  a 70-year-old 
white  man  who  was  found  on 
routine  physical  examination  in 
October  1990  to  have  an  asym- 
metrically enlarged  prostate,  and 
ultimately  a transrectal  biopsy 
revealed  a moderately  differenti- 
ated adenocarcinoma  of  the 
prostate.  Staging  workup  included 
a normal  bone  scan  and  a normal 
abdominal/ pelvic  computerized 
tomographic  (CT)  scan.  However, 
serologies  were  highly  suggestive 
of  extracapsular  spread  of  the 
disease,  with  a serum  prostate 
specific  antigen  (PSA)  of  391  ng/ 
mL  (normal  0-4)  and  an  enzymatic 
acid  phosphatase  of  11.1  ng/mL 
(normal  0-2).  The  patient  was 
treated  primarily  with  hormonal 
therapy  beginning  in  December 
1990,  consisting  of  bilateral 
orchiectomy  and  flutamide  at  a 
standard  dose  of  250  mg  orally 


three  times  daily.  Following  the 
initiation  of  hormonal  treatment, 
the  patient's  serum  PSA  reached  a 
nadir  of  1.0  ng/ mL. 

The  patient  did  well,  but  in 
January  1993  he  experienced  a rise 
in  his  serum  PSA  to  a level  of  142 
ng/mL,  further  rising  by  July  1993 
to  662  ng/mL.  He  became  symp- 
tomatic from  his  progressive 
disease  at  that  time  with  a 15- 
pound  weight  loss,  abdominal 
fullness,  lower  back  pain  and 
symptoms  of  bladder  outlet 
obstruction  and  was  referred  to 
Indiana  University  Medical 
Center. 

Restaging  included  an  ab- 
dominal/ pelvic  CT  scan  that 
revealed  right  hydronephrosis, 
extensive  retroperitoneal 
adenopathy,  a 2 X 2 cm  mass  in  the 
head  of  the  pancreas,  and  a 7 X 8 X 
6 cm  prostatic  mass  with  extension 
into  the  base  of  the  bladder  (Figure 
lA).  A chest  CT  scan  also  demon- 
strated metastatic  disease,  with 
large  para-esophageal  adenopathy 
(Figure  IB).  Therapeutic  maneu- 
vers included  a transurethral 
resection  of  the  prostate  for  relief 
of  obstructive  symptoms  and 
discontinuation  of  flutamide  in 
preparation  for  entry  onto  a 
clinical  trial  of  chemotherapy. 

The  patient  was  restaged  four 
weeks  after  discontinuation  of 
flutamide.  A serum  PSA  had 
decreased  from  662  to  100  ng/mL. 
A marked  reduction  in  the  size  of 
both  his  intra-abdominal  (Figure 
2A)  and  chest  (Figure  2B) 
metastases  was  noted  on  repeat  CT 
scans,  including  complete  resolu- 
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tion  of  the  5-cm  paraesophageal 
mass.  This  radiographic  and 
serologic  response  was  accompa- 
nied by  symptomatic  improve- 
ment of  abdominal  and  back  pain. 
The  patient's  serum  PSA  contin- 
ued  to  decline  to  its  nadir  of  10.3 
ng/mL  11  weeks  following 
1 discontinuation  of  flutamide. 

' The  patient's  serum  PSA 
; began  to  rise  14  weeks  after 
discontinuation  of  flutamide  (54 
ng/mL)  and  was  associated  with  a 
return  of  systemic  symptoms. 
Repeat  CT  scans  demonstrated  a 
marked  increase  in  the  size  of  all 
bidimensionally  measurable 
lesions,  as  well  as  the  appearance 
of  new  hepatic  metastases.  Chemo- 
therapy with  estramustine  phos- 
phate and  vinblastine  was  initi- 
ated, but  the  patient  faded  to 
respond  and  succumbed  to  the 
disease  in  February  1994. 


Figure  lA 


Discussion 

The  treatment  options  available  in 
the  setting  of  hormone-refractory 
prostate  cancer  are  limited  at  best. 
Second-line  hormonal  therapy  has 
no  effect  on  the  natural  history  of 
the  disease.  Recent  "advances"  in 
chemotherapy  such  as  suramin, 
estramustine  phosphate  + 
vinblastine,  and  mitoxantrone  + 
prednisone  have  documented 
increased  response  rates  utilizing 
surrogate  endpoints  such  as  a 50% 
decline  in  PSA,  although  no 
improvement  in  overall  survival 
has  been  demonstrated  with  any  of 
these  regimens. 

The  "flutamide  withdrawal 
syndrome"  was  originally  de- 
scribed by  Kelly  and  Scher^'^,  who 
reported  that  29%  of  patients 
progressing  on  combined  andro- 
gen blockade  had  at  least  a 50% 
reduction  in  serum  PSA  following 
discontinuation  of  flutamide.  They 
also  reported  a single  patient  with 
bidimensionally  measurable 
disease  who  had  an  objective 

V 


Figure  IB 

Figure  1:  Prior  to  flutamide  withdrawal,  demonstration  of  a 2 X 2 cm 
pancreatic  mass  and  right  hydronephrosis  (lA)  on  abdominal  CT  scan, 
and  a 5 cm  paraesophageal  soft  tissue  mass  on  chest  CT  scan  (1  B). 
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Figure  2A 


Figure  2B 

Figure  2:  Four  weeks  after  discontinuation  of  flutamide,  demonstrating 
resolution  of  right  hydronephrosis  (2A)  secondary  to  decreased  retroperi- 
toneal adenopathy  (not  pictured),  and  complete  resolution  of  the 
para-esophageal  soft  tissue  mass  (2B). 


(>50%  decrease)  response  to  this  i 
withdrawal.  These  responses  were 
associated  with  improvement  in  !i 

clinical  symptoms,  but  were  H 

short-lived,  with  a median  dura- 
tion of  response  of  5+  months. 

Other  investigators  have  reported 
response  rates  of  48%  to  63%  to 
flutamide  withdrawal.^'^  However,  i 
similar  responses  have  been 
reported  with  the  discontinuation 
of  other  agents  with  antiandrogen 
activity,  including  megestrol 
acetate,^  bicalutamide,^'^°  or 
diethylstilbestrol,^^  and  the  syn- 
drome is  therefore  more  appropri- 
ately termed  the  "antiandrogen 
withdrawal  syndrome." 

The  underlying  pathophysiol- 
ogy that  allows  withdrawal  of  an 
antiandrogen  to  result  in  tempo- 
rary tumor  regressions  in  some 
patients  with  hormone-refractory 
prostate  cancer  remains  undefined. 
There  are  a number  of  potential 
hypotheses,  however,  which 
parallel  previous  discussions  of  the 
potential  mecharusms  of  tamoxifen 
withdrawal  responses  in  breast 
cancer  patients.  One  possibility  is 
that  tumor  heterogeneity  allows 
for  a broad  spectrum  of  sensitivity 
to  circulating  androgens.  In  such  a 
system,  low  circulating  levels  of 
androgens  could  select  for  clones 
of  tumor  cells  exquisitely  sensitive 
to  the  growth-stimulatory  effects 
of  very  low  circulating  levels  of 
those  androgens,  and  withdrawal 
of  this  stimulation  might  result  in 
inhibition  of  the  growth  of  those 
clones  and  a corresponding  clinical 
response.^2 

A more  likely  explanation 
implicates  a mutated  androgen 
receptor  for  which  antiandrogens 
binding  results  in  a stimulatory 
response.  Some  clones  of  a human 
prostate  cancer  cell  line  (LNCaP) 
that  demonstrate  a single  point 
mutation  in  the  genetic  sequence 
coding  for  the  androgen  receptor 
show  increased  binding  of 
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progestogens  and  estradiol  despite 
le  the  lack  of  specific  receptors  for 
these  agents.^^  In  vitro  stimulation 
of  prostate  cancer  cell  growth  by 
hydroxyflutamide  has  been 
demonstrated/'*'^^  and  it  is  interest- 
ing to  note  that  one  human  pros- 
tate cancer  cell  line  that  does  not 
,1  contain  the  androgen  receptor 
' does  not  exhibit  gowth  stimulation 
by  hydroxyflutamide. 

Regardless  of  the  mechanism, 

! withdrawal  of  an  antiandrogen 
represents  a reasonable  therapeu- 
tic maneuver  in  patients  treated 
with  combined  androgen  blockade 
who  have  developed  evidence  of 
progressive  disease.  Although 
such  responses  are  generally 
short-lived,  this  maneuver  must 
precede  other  therapeutic  inter- 
ventions. The  simultaneous 
cessation  of  an  antiandrogen  and 
initiation  of  other  systemic  therapy 
: may  result  in  the  misinterpretation 
of  the  observed  response  as 
j attributed  to  the  subsequent 
therapy.  A number  of  investigators 
have  suggested  that  a number  of 
the  responses  attributed  to  either 
second-line  hormonal  therapy  or 
chemotherapy  in  the  published 
literature  are  in  fact  antiandrogen 
withdrawal  responses.  Because  of 
this  possibility,  ongoing  chemo- 
therapy clinical  trials  in 
hormone-refractory  patients 
' require  discontinuation  of  an 

antiandrogen  for  a fixed  amount  of 
time  and  / or  the  demonstration  of 
progressive  disease  following 
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antiandrogen  withdrawal.  □ 

Dr.  Roth  is  the  co-director  of  the 
Genitourinary  Interdisciplinary 
Program  of  the  Indiana  University 
Cancer  Center.  Dr.  Warren  is  with 
Community  Oncology  Group  in 
Independence,  Ohio. 


Correspondence:  Bruce  Roth, 

M. D.,  Department  of  Medicine, 
Division  of  Hematology/ Oncology, 
Indiana  University  Medical  Center; 
Room  1730,  University  Hospital,  550 

N.  University  Blvd.,  Indianapolis,  IN 
46202-5265. 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


At  Nasser f Smith  & Pinkerton  Cardiology^  Inc», 

Your  Heart's  in  the  Right  Place 


Statewide  Network 


Prevention  Programs 


40  practicing  cardiologists 
35  primary  care  physicians 
30  convenient  locations  statewide 
90%  research  selhfunded 

recognized  internationally  for  excellence  in  cardiac 
diagnosis,  treatment,  rehabilitation  & prevention 
a member  of  the  Indiana  Heart  Institute 


Nasser,  Smith  & Pinkerton 
Cardiology,  Inc. 

THE  HEART  CENTER  OF  INDIANA 

8333  Naab  Road,  Suite  400  • Indianapolis,  IN  46260  • (800)  732-1482  • (317)  338-6666 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


\ 


Indiana 

Heart 

Physicians, 

Inc. 


Physicians 

H.O.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
Mark  D.  Cohen,  M.D.,  FACC 
William  J.  Berg,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O.,  FACC 
George  E.  Revtyak,  M.D.,  FACC 
Jeffrey  R.  Mossier,  M.D.,  FACC 
Inwin  Labin,  M.D.,  FACC 

at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 
Melinda  W.  Hunnicutt,  M.D. 

Mark  E.  Hatfield,  M.D. 

providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 
Mooresville  • Greensburg 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Suite  130 

Office 812-379-2020 

Toll  Free 800-537-9587 


Electrophysiology 

Percutaneous  Valvuloplasty 

Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephonic  Pacemaker  Analysis 

Noninvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 
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Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  EA.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

Don  B.  Ziperman,  M.D.,  EA.CC,  FA.C.R 

Bradley  A.  Weinberg,  M.D.,  EA.C.C. 

Richard  A.  Hahn,  M.D.,  EA.C.C. 
Preetham  Jetty,  M.D. 


EAST  LOCATION 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office  (317)  355-1500 
Referring  Physician  Line: 

(317)  355-1100 


NORTH  LOCATION 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office  (317)  841-5385 
Referring  Physician  Line: 

(317)  841-5386 


• Cardiology  & Cardiac 
Catheterization 

• Coronary  Angioplasty 

• Laser  Angioplasty 

• Coronary  Atherectomy 

• Coronary  Stents 

• Echocardiography 

• Transesophageal 
Echocardiography 

• Color  Flow  Imaging 

• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Permanent  Pacemaker 
Implantation 

• Evaluation  of  Cardiac 
Risk  Factors 

• Cardiac  Rehabilitation 
Program 


j 
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Ed»ffiird  F.  StetnrnetZ/  WliD.,  F.A'C.C.  : ^ ^ 

J Stanley  Hi[l*s<  M,Dv  F.A,C<C, 

Donald  A.  Rothhaum,  M.D.,  F.AC.C. 

R.  Joe  Noble,  M.D.,  F.A.C.C. 

Clifford  C Heilam,  y.O.,  F.A.C.C, 

Ronald  J . Landsn , NI.D.,  F. A,G.G. 

Thomas  J-4-innomeier,  M.D.,  FA,C-C-  . . 
Martin  R.  See,  M.D,,  FA.CC, 

Michael  W.  8aff-=M,C^,  f-A.C.e.  ' 

wtenet  S.  Rif^y,  M-D,,  F_A.C.CA" 

Morton  E.  Tavef,  M.0«  F.AX^.C.'  < , 

ErsC  N Prystowsky,  M.O.,  ftA,C,G,  “ — 
Rotrert  V.  Riddell,  M.D.,  EA.G.C. 

Joseph  J,  Evans,  f»tO,,,F,A,CC. 

Zachary  I.  Nodes,  fh.Dg?^^,G  C 
Joseph  €.  Stemmed  FAC.tX 
David  R.  SphTOldl, 

Mary  fy.  M,a,  £A  C C 

Deniel  M 

Rtchafd  i'Edgef.M.a,  F.A.Cp"'r 

Dani8lLt»ps,MiJi:/S4:e.€./; 


Geitan  fsmati,  M O 
Scott  M,Shafjp,  M£ 
Jerries  M Schelf'er, 
Gregorys  Eisnef, Pi 
Michael  A Plainse.^ 
RichaKJ  J.  <3f>fdon-. 
John  R 8ate«t,  M.O, 


TVTP'CTI 


medicin: 


FOR  HEART  DISEASE 


. . T’:h:-4:’fp. 

~ , ''V ^ 


Where  the  treatment  of  coronary  heart  dis- 
ease IS  CONCERNED,  EXPERIENCE  IS  SOMETIMES  THE 
BEST  MEDICINE.  NORTHSIDE  CARDIOLOGY  IS  A 
GROUP  OF  INTERNATIONALLY  RECOGNIZED  PHYSI- 
CIANS SPECIALIZING  IN  STATE-OPTH E-ART  CORONARY 

CARE.  We  offer  the  resources,  technology, 

AND  ADVANTAGES  OF  A LARGE  PRACTICE,  BUT  OUR 
FOCUS  ON  ONE-TO-ONE  PATIENT  RELATIONSHIPS  CRE- 
ATES A PRIVATE  PRACTICE  ENVIRONMENT.  SOME 
CONSIDER  IT  THE  BEST  OF  BOTH  WORLDS.  In  OUR 
EXPERIENCE,  IT'S  SIMPLY  THE  BEST  APPROACH  TO 
HIGH  OUALITY  CARDIOVASCULAR  CARE. 

K 

1 \ORTHSIDE 
CARDIOLOGY,  EC. 


8333  Naab  Road,  Suite  200 
Indianapolis,  IN  46260  1-800-732-1484 
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CARDIOLOGY 


DERMATpPATHOLOa^ 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  FJV.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Disease 

Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Disease  and  Advanced  Achievement 
in  Internal  Medicine 

Gary  A.  Frick,  M.S.,  D.O. 

Diplomate,  National  Board  of 
Examiners  for  Osteopathic 
Physicians  and  Surgeons.  Board 
Certified  in  Internal  Medicine. 

Board  Eligible  in  Cardiology. 


providing 
2 D & M-mode 
Echocardiography 
Transesophageal 
Echocardiography 
Conventional  Doppler 
Color  Flow  Imaging 
Pharmacological 
Echocardiography 
Stress  Echo 
Treadmill  Exercise 
Testing 

Holter  Monitoring 
Electrocardiogram 
Cardiac  Catheterization 
Nuclear  Medicine 
Pacemakers 


1614  N.  Baldwin  Ave. 

Marion,  Indiana  45952 
Appointments:  (317)  664>1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 

Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


r-WroV\>- 

DERMATOPATHOLOGY  LABORATORY,  INC. 

Larty  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 

m 

Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 


DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


CHRIS  C.  NAUM,  M.D.,  FCCP 
LUKE  A.  PLUTO,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


MICHAEL  R.  NIEMEIER,  M.O.,  FCCP 
THOMAS  Y.  SULLIVAN,  M.D. 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


ROBERT  W.  WELLER,  M.D.,  FCCP 
PATRICK  E.  WRIGHT,  M.D.,  FCCP 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BLVD.,  SUITE  400  • INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111 
PHONES  ARE  ANSWERED  24  HOURS  A DAY 

1-800-321-LUNG  • MONDAY  - FRIDAY  6:30  A.M.  - 4:30  P.M. 


V 

DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 

For  rates,  write  or  call  Indiana  Medicine, 

322  Canal  Walk,  Indianapolis,  IN  46202-3268, 

322  Canal  Walk,  Indianapolis,  IN  46202-3268, 

(317)  261-2060  or  1-800-257-ISMA. 

(317)  261-2060  or  1-800-257-ISMA. 
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INTERNAL  MEDICINE 

HEMODIALYSIS  5|j 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  F.A.C.P. 
J.  Edwin  Bolander  II,  M.D. 

Richard  Bloch,  M.D. 

Charles  B.  Carter,  M.D. 

William  H.  Dick,  M.D.,  F.A.C.P. 


Douglas  F.  Johnstone,  M.D.,  J.D. 
Wendy  L.  Kindig,  M.D. 

LeRoy  H.  King,  Jr.,  M.D.,  F.A.C.P. 
Barry  F.  Krieble,  M.D. 

Mary  A.  Margolis,  M.D. 


Theodore  F.  Hegeman,  M.D.,  F.A.C.P.,  MBA  Tim  E.  Taber,  M.D. 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  IN  46202 
Tel:  317-924-8425 

By  Physician  Referral 

Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic 
Kidney  Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  4601 1 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

DIALYSIS  INSTITUTE 
OF  NORTHWEST  INDIANAPOLIS 

6488  Corporate  Way 
Indianapolis,  Indiana  46278 
317-328-9667 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 


HAND  SURGERY 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof.  Bldg. 

3417  S.  Sherman  Dr.,  Suite  F 1550  E.  County  Line  Rd..  Suite  315 

Beech  Grove,  IN  46107  Indianapolis,  IN  46227 

[31 7]  783-1 31 9 [31 7]  888-0004 
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ASTHMA  & ALLERGY 

BREAST  DISEASES 

FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)  872^213 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 


Diagnosis 
Consultation 
Risk  assessment 
Surgical  Oncology 
of  the  breast 


(317)  872-9580 
8330  Naab  Road,  Suite  213 
Indianapolis,  IN  46260 

Appointment  by  referral 


i 


EDWARD  KOWLOWITZ  M.D. 


A PRACTICE  DEDICATED  TO 
ACUTE  AND  CHRONIC 

PAIN  SUFFERERS. 


Fellowship  Trained  in  Pain  Management  @ Duke  Univ. 
Diplomate  American  Board  of  Anesthesiology  with 

Added  Ouaufications  in  Pain  Management 
Diplomate  American  Board  of  Pain  Medicine 
Diplomate  American  Academy  of  Pain  Management 


NON  SURGICAL  TREATMENT  SERVICES 


NECK  & LOW  BACK  PAIN 
DISC  RELATED  DISORDERS 
FAILED  BACK  & NECK  SYNDROMES 
MYOFASCIAL  PAIN  SYNDROME 
FIBROMYALGIA 

SYMPATHETICALLY  MEDIATED  PAIN 
REFLEX  SYMPATHETIC  DYSTROPHY 
POST  TRAUMATIC  PAIN  SYNDROMES 
DIABETK  NEUROPATHY 
POST  HERPETIC  NEURALGIA 
CENTRAL  PAIN  SYNDROME 
CANCER  PAIN  MANAGEMENT 


MULTIDISCILPLINARY  TX 
PSYCHOLOGICAL  TESTING 
PSYCHOLOGICAL  COUNSELING 
PHYSICAL  THERAPY 
TRIGGER  POINT  INJEaiONS 
EPIDURAL  NERVE  BLOCKS 
FLUOROSCOPIC  CONTROLLED: 
SYMPATHETIC  BLOCKS 
EPIDURAL  ENDOSCOPY 
DIAGNOSTIC  NERVE  BLOCKS 
MEDICAL  MANAGEMENT 
IMPLANTABLE  DEVICES 


7440  N.  SHADELAND  AVE.  SUITE  lOO 


INDPLS,  IN  46250  317  - 578  - 7246  (PAIN) 


k C i:\Ti: R FOR  i 
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ONCOLOGY  — HEMATOLOGY 


ONCOIOGY-HEMATOIOGY 
CGNSGITANTS.  RC. 


1-800-ONC-HEME 

1-800-662-4363 


Central!  317-927-5770 
St.  Francis:  317-783-8509 


Central  Office:  1828  N.  Illinois  Street  Indianapolis,  IN  46202 

Laurence  H.  Bates,  M.D.  William  M.  Dugan,  Jr.,  M.D. 

William  H.  Bond,  M.D.  Redmond  P.  Hogan,  III,  M.D. 

Penny  Cooper,  M.D.  James  E.  Schroeder,  M.D. 

Gregory  W.  Smith,  M.D. 

Central  Office  located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 


St.  Francis  Office:  1600  Albany  Medical  Clinics  Bldg 
Beech  Grove,  IN  46107 

Redmond  P.  Hogan,  HI,  M.D.  Gregory  W.  Smith,  M.D. 

Randall  C.  Trowbridge,  M.D. 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KOREA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★ ★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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HAND,  WRIST,  EtBOW  & $HOjUii>ER  Sl^^RV 


-^^^*-Lence  that  reaches 
around  the  worl  n 


The  Indiana  Hand 
Center  is  a world 
leader  in  the  treatment 
and  rehabilitation  of 
the  hand,  wrist,  elbow, 
and  shoulder.  As 
pioneers  in  < i 
hand  care,  the 
surgeons  de- 
velop innovative 
surgical  techniques 
and  equipment  that  are 
used  around  the  world. 


And,  members  of 
The  Indiana 
Hand  Center 
have  been  elect- 
ed to  leadership 
roles  in  all  prominent 
national  and  inter- 
I national  orthopaedic 
societies. 

In  Indiana,  there  is 
not  a group  of  physi- 
cians better  prepared 
to  diagnose  and  treat 


conditions  and 
diseases  of  the 
upper  extremity. 
For  more  infor- 
mation about 
The  Indiana  Hand 
Center,  or  to  schedule 
an  appointment,  call 
H800J888-HAND. 


James  W.  Strickland.  M.D. 
James  B.  Steichen,  M.D. 
William  B.  Kleinman,  M.D. 
Hill  Hastings  ll.  m.d. 
Richard  s.  Idler,  m.d. 
Thomas  J.  Fischer,  M.d. 


I IndianajHand  Center 

EXCELLENCE  THAT  REACHES  AROUND  THE  WORLD 

1 -800-888-HAND 

8501  HARCOURT  ROAD 
INDIANAPOLIS,  IN  46360 
[LOCATIONS  THROUGHOUT  INDIANA] 


James  j.  Creighton,  Jr..  m.D. 
Alexander  D.  Mih,  M.D. 
Robert  m.  baltera,  m.d. 
Jeffrey  a.  Greenberg,  M.d. 
Rowena  l.  Archibald,  m.d. 
Robert  n.  Addleman,  m.d. 
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ORTHOPAEDIC  SURGERY 


INDIANA 

TRADITION 


ORTHOPAEDICS 
INDIANAPOLIS 

Excellence  in  Full  Service  Orthopaedics  Since  1962 

Joint  Reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening  & 

Deformity  Correction 
Musculoskeletal  Rehabilitation 
Electrodiagnosis 

Indianapolis  Eagle  Highlands  Danville  Greencastle 


Orthopaedic  Surgeons 

Anthony  R.  Lasich,  M.D. 

William  O.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Bade,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

David  S.  Brokaw,  M.D. 

David  M.  Kaehr,  M.D. 

Carlos  R.  Berrios,  M.D. 

G.  Scott  Bowen,  M.D. 

Michael  P.  Shea,  M.D. 

Michael  L.  Kramer,  M.D. 

Scott  A.  Lintner,  M.D. 

John  W.  Dietz,  Jr.,  M.D. 

David  G.  Schwartz,  M.D. 

Timothy  G.  Weber,M.D. 

Gregory  P.  Nicholson,  M.D. 

Timothy  E.  Dicke,  M.D. 

Physical  Medicine  & Rehabilitation 

Robert  C.  Gregori,  M.D. 

Bianca  S.  Ainhom,  M.D. 

John  R.  McLimore,  M.D. 

Richard  Kiang,  M.D. 


ORTHOPAEDICS  INDIANAPOLIS 

1801  North  Senate  Blvd 
Suite  200 

Indianapolis,  In  46202 
317-923-5352 
1-800-223-3381 
Fax  317-924-01 15 
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NEUROLOGICAL  SURGERY 


Columbus  Spine  S Neurosurgery  Services,  P.C. 

□aria  Schooler,  R.Ph.,  M.D.* 


‘Graduate  - Indiana  University  School  of  Medicine 
Neurosurgery  Residency  - Cleveland  Clinic  Foundation 
Pediatric  Neurosurgery  Training  - Primary  Children's  Medical  Center,  Salt  Lake  City,  Utah 
Clinical  Assistant  Professor  of  Neurosurgery  - Indiana  University  School  of  Medicine 


EXCELLENCE  IN  NEUROSURGICAL  CARE  FOR  SOUTHERN  INDIANA 

Comprehensive  Management  of  Neurosurgical  Disorders  including: 

• Central  Nervous  System  Tumors 

• Cerebrovascular  Disease 

• Pituitary  Tumors 

• Cervical  and  Lumbar  Degenerative  Spinal  Disease 

• Trigeminal  Neuralgia 

• Carpal  Tunnel  Syndrome 

Utilizing  State-of-the-Art  Techniques  including: 

• Microneurosurgery 

• Computer  Assisted  Stereotactic  Surgery 

• Contact  Nd-YAG  Laser 

• Spinal  Instrumentation 

• ICP  Monitoring 

• Neuroendoscopy 

Appointments  Scheduled  by  Physician  Referral 
2675  Foxpointe  Drive,  Suite  B • Columbus,  IN  47203-3222 
812-375-0000  • Toll  Free  1-800-375-0636  • FAX  812-375-0711 
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ANATOMIC  PATHOLOGY 

Anatomic 

Pathology 

Associates 


Surgical  biopsy  interpretation 

Hematopathology 

Fine  needle  aspiration  biopsy,  by 
appointment 

Fine  needle  aspiration  biopsy 
interpretation 

Extragenital  cytology 

24  hour  consultation  available 

College  of  American  Pathologists 
accredited 


Contract  participation  in  most 
regional  and  national  insurance 
programs 

Accept  Medicare  and  Medicaid 
assignment 

Mailer  kits  and  courier  service 
available 


FOR  MORE  INFORMATION: 


Call  our  Client  Service  Representative  at 

317/  484-5700  or  toll  free  at  1 -800-658-0099 

5940  West  Raymond  St.,  Indianapolis,  IN  4624  J 


Diplomates 
of  the 

American  Board 
of  Pathology 

Garry  L Bolinger,  M.D. 
Isabelle  A.  Buehl,  M.D. 
Steven  A.  Clark,  M.D. 
Janice  K.  Fitzharris,  M.D.,  Ph.D. 
Robin  A.  Helmuth,  M.D. 
Robert  R Hooker,  M.D. 
Richard  0.  McClure,  M.D. 

F.  Donald  McGovern,  Jr.,  M.D. 
T.  Max  Warner,  M.D. 
Edward  R.  Wills,  M.D. 
Ralph  F.  Winkler,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  Medicine, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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NEPHROLOGY 


Indiana  Nephrology  & Internal  Medicine  P.C 


Indianapolis: 

East  6635  E.  21st  Street,  Ste.  100 
Indianapolis,  IN  46219 
317-353-8985 
Ronald  K.  Bloom,  MD 
Kevin  J.  Lavelle,  MD 
Patsy  Maikranz,  MD 
Rita  A.  Mankus,  MD 

North  8330  Naab  Road,  Ste.  234 
Indianapolis,  IN  46260 
317-875-0084 
Kenneth  W Beckley,  MD 
Tae-Kae  Chong,  MD 
Jay  H.  Weiss,  MD 
Joseph  D.  Whelan,  MD 

1350  E.  County  Line  Rd,  Ste.  L 
Indianapolis,  IN  46227 
317-865-8530 
Douglas  R.  Maxwell,  MD 

2302  S.  Dixon  Road,  Ste.  150 
Kokomo,  IN  46902 
317-453-1205 
Dawn  M.  Sabau,  MD 

Richmond: 

1010  North  J Street 
Richmond,  IN  47374 
317-962-4735 
K.N.  Venkat,  MD 
Qune  1996) 


South 


Kokomo: 


IS 


NEPHROLOG 


Indiana  Nephrology  & Internal  Medicine 

Affiliated  Dialysis  Centers 


Indianapolis: 

East  Indiana  Kidney  Center 

6635  E.  21st  Street,  Ste.  200 
Indianapolis,  IN  46219 
317-353-8900 

North  St.  Vincent  Dialysis  Center 

1717  W 86th  Street,  Ste.  500 
Indianapolis,  IN  46260 
317-338-3038 

West  St.  Vincent  Dialysis  Center- West 

805  Beachway  Drive,  Ste.  100 
Indianapolis,  IN  46224 
317-484-7785 

South  Indiana  Kidney  Center-South 

1350  E.  County  Line  Rd.,  Ste.  L 
Indianapolis,  IN  46227 
317-865-8520 

Kokomo: 

Saint  Joseph  Dialysis  Center 
2350  S.  Dixon  Rd.,  Ste.  450 
Kokomo,  IN  46902 
317-453-0052 

Richmond: 

Eastern  Indiana  Kidney  Center 
1010  North  J Street 
Richmond,  IN  47374 
317-962-5611 

Greensburg: 

Southeastern  Indiana  Kidney  Center 
1915  Greensburg  Crossing 
Greensburg,  IN  47240 
812-663-6927 


DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 

DOCTORS  “ This  space  is  available. 

For  rates,  write  or  call  Indiana  Medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3268, 
(317)  261-2060  or  1-800-257-ISMA. 
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j Valerie  Gates 
I ISM  A Alliance  president 

The  Alliance  had  a record 
number  of  members  attend  the 
Medicine  Day  activities  held  in 
January.  Alliance  members  at- 
tended an  early  morning  briefing 
on  the  status  of  current  legislation. 
ISMA-A  legislative  chair,  Shirley 
Becker,  introduced  Liz  Kagan, 
AMA- Alliance  legislative  chair, 
who  spoke  on  national  issues 
affecting  medicine  and  empha- 
sized bills  and  proposals  pertain- 
ing to  violence  in  our  lives. 

Some  of  these  issues  include: 
The  Children's  Media  Protection 
Act,  which  calls  for  a rating 
system,  safe  viewing  hours  and 
strict  enforcement;  sexual  violence 
and  prevention;  and  the  1995 
Victims  Rights  Act,  which  would 
require  HIV  testing  within  24 
hours  of  an  assault,  would  allow 
evidence  from  other  crimes  to  be 
presented  and  seeks  to  standardize 
sentencing  across  the  country;  and 
the  Violence  Against  Research  Act. 

In  addition,  information 
regarding  educational  meetings 


was  presented.  These  meetings 
include:  medicine's  candidate;  a 
prescription  for  political  success; 
AMA  Leadership  Conference  and 
campaign  school.  The  Alliance  is 
encouraging  all  counties  to  assist 
in  voter  registration  drives. 

Indiana  Alliance  member  Ann 


Wrenn,  AMA  Alliance  secretary, 
has  been  slated  as  the  1996-1997 
AM  A- A treasurer.  This  is  an  honor 
for  Ann,  and  we  wish  her  well. 

Mark  your  calendars  for  the 
Alliance  annual  convention  Oct. 
17-19  held  in  conjunction  with  the 
ISMA  annual  convention.  □ 


Former  ISMA-A  president 
named  Sagamore  of  Wabash 


Rod  Ashley,  ISMA-A 
president  in  1990-1991,  was 
named  a Sagamore  of  the 
Wabash  March  10  for  his 
many  contributions  to  the 
Marion  community.  He  has 
supported  many  projects  of 
the  ISMA  Alliance,  the  Marion 
Philharmonic  Orchestra,  the 
local  Civic  Theater  and  the 
Friends  of  the  Arts.  Rod  was 
also  honored  for  his  devotion 
and  expertise  in  the  restora- 
tion of  Hostess  House,  which 
is  now  on  the  National  Register 
of  Historical  Landmarks.  □ 


C.  Rodney  Ashley  and  spouse, 
Susan  Rogers,  M.D.,  pictured  at 
the  Hostess  House,  display  The 
Sagamore  of  the  Wabash  Award, 
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Museum  exhibit  features  history  of  radiology 


Oren  S.  Cooley 
Indianapolis 

Italian  scientist  Enrico 
Salvioni  made  the  first  important 
advancement  in  early  x-ray 
technology  when  he  invented  the 
fluoroscope  in  January  1896.  This 
development  occurred  shortly 
after  Wilhelm  Roentgen  discov- 
ered x-ray  in  November  1895. 

The  early  fluoroscope  allowed 
physicians  and  other  health  care 
practitioners  to  view  "live"  x-ray 
images  on  a screen  instead  of  the 
photographic  images  made  on  film 
by  x-rays.  Besides  allowing  a 
physician  to  directly  observe 
anatomical  features  (such  as  the 
skeletal  structure  of  the  hand),  the 
fluoroscope  permitted  the  exami- 
nation to  occur  in  a lighted  room 
rather  than  in  the  darkened 
chamber  that  the  photographic 
images  made  by  x-ray  required. 

Initially,  the  fluoroscope, 
originally  called  a cryptoscope  by 
Salvioni,  consisted  of  a 
tube-shaped  device  with  an 
opening  for  the  eyes  at  one  end 
and  a fluorescent  screen  at  the 
other  end.  When  x-rays  were 
present,  the  screen  would  glow 
with  the  characteristic  fluores- 
cence. The  viewer  could  see  the 
dark  shadow  on  the  screen  since 
an  opaque  surface  existed  between 
the  screen  and  the  accompanying 
x-ray  tube. 

The  device  did  not  leave  a 
permanent  shadow  on  the  screen. 
Consequently,  as  soon  as  the 
generation  of  x-rays  ceased,  the 
fluorescence  stopped  and  the 
screen  became  dark. 

The  same  year  that  Salvioni 
invented  the  cryptoscope,  Ameri- 
can inventor  Thomas  Edison,  an 


x-ray  enthusiast,  created  the 
Vitascope,  a pyramid-shaped 
device  similar  in  function  to  the 
cryptoscope.  This  pyramid-shaped 
device  eventually  became  known 
as  the  fluoroscope. 

To  test  the  quality  of  the 
image,  an  early  fluoroscope 
operator  usually  used  one  hand  to 
hold  the  device  and  placed  the 
other  hand  between  the  device's 
screen  and  the  x-ray  tube.  Then, 
the  operator  adjusted  the  electrical 
current  and  voltage  until  an 
acceptable  picture  quality  was 
achieved. 

The  long  time  required  for  the 
operator's  eyes  to  adjust  to  the 
subdued  light  posed  a hazard  to 
the  operator  and,  too  often,  caused 
burns  to  the  face,  degenerative 
skin  changes  in  the  hands  and  loss 
of  hair,  eyebrows  and  eyelashes. 
Eventually,  the  harmful  effects  led 
to  lesions,  amputations  and. 


ultimately,  death. 

By  1904,  health  care  practitio- 
ners began  to  decrease  their  use  of  : 
fluoroscopes  because  of  the 
increasing  realization  of  the  , 

hazards  associated  with  the  ^ j 

devices.  In  addition,  the  produc-  ' ; 
tion  of  more  powerful  generators  j ! 
and  the  development  of  intensify-  ' 
ing  screens  improved  radiographic  t 
methods  by  providing  better  j 
quality  photographic  images.  | 

The  current  exhibit  at  the  1 1 
Indiana  Medical  History  Museum  j 
focuses  on  the  history  of  radiology.  | 
The  museum,  located  at  3045  W.  | 
Vermont  St.,  Indianapolis,  is  open  j 
from  10  a.m.  to  4 p.m.,  Wednesday  , | 
through  Saturday.  For  more  | ! 

information,  call  the  museum  at  1 1 
(317)  635-7329.  □ j’ 


Oren  Cooley  is  director  of  the 
Indiana  Medical  History  Museum. 


This  fanciful  illustration  from  a 1902  advertisement  features  a skeletal 
fluoroscopist  demonstrating  this  x-ray  unit's  fluoroscopic  accessories. 
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The  Doctors  Advisory  Network 

You  make  the  calL  We  make  the  connection. 


Free  referrals.  A free  phone  call.  What 
could  possibly  be  better?  How  about 
a choice  of  top-line,  managed  care 
experts  in  your  neck  of  the  woods? 

One  call  to  the  Doctors  Advisory 
Network  is  all  it  takes  to  access 
physician-friendly  lawyers,  business 
consultants  and  actuaries.  As  a 
member  of  the  American  Medical 
Association  (AMA),  you  can  use  this 
service  any  time  you  need  it  — free! 
Nonmembers  pay  a nominal  fee. 


The  Doctors  Advisory  Network  has 
made  more  than  4,000  referrals  across 
the  country. 

You’ll  receive  a Network  starter  kit 
including  a complimentary  booklet  — 
A Physician's  Guide  to  Selecting 
and  Working  with  a Managed  Care 
Attorney  or  Consultant. 

Can  toU  free  800  AMA-1066,  and  press  2. 

The  Doctors  Advisory  Network. 
Your  direct  line  to  managed  care 
solutions. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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■cme  calendar 


Northside  Cardiology 

Northside  Cardiology  will  present 
the  following  CME  courses: 

July  13  - Sixth  Annual  Sym- 

posium on  Cardio- 
vascular Preventive 
Medicine  for  Pri- 
mary Care  Physi- 
cians, Radisson  Plaza 
& Suite  Hotel,  India- 
napolis. 

Sept.  7 - Practical  Arrhythmia 

Management  for  the 
Primary  Care  Physi- 
cian, Lafayette,  Ind. 
October  - Treadmill  Stress 

Testing,  Northside 
Cardiology,  India- 
napolis. 

Dec.  13  - 14th  Annual  Cardiol- 

ogy Update,  Westin 
Hotel,  Indianapolis. 

For  more  information,  call 
(317)  338-5050  or  1-800-732-1484. 

Methodist  Hospital 

Methodist  Hospital  of  Indiana  will 
present  the  "Eighth  Annual  Dr. 
Patrick  Dolan  Lecture"  June  14  at 
Methodist  Hospital  in  Indianapo- 
lis. 

Wilbur  Smith,  M.D.,  a profes- 
sor and  interim  head  of  the  de- 
partment of  radiology  at  the  Uni- 
versity of  Iowa,  will  present  "Un- 
derstanding Bone  Dysplasias," 
"Liver  Imaging  in  Children"  and 
a case  presentation  for  residents. 

For  registration  information, 
call  Gonzalo  Chua,  M.D.,  or 
Wanda  Giles  at  (317)  929-8250. 


Nasser,  Smith  & Pinkerton 

Nasser,  Smith  & Pinkerton  Cardi- 
ology Inc.  in  Indianapolis  will 
present  these  CME  courses: 

Aug.  23  - NSP  Interventional 

Symposium,  Westin 
Hotel,  Indianapolis. 
Sept.  25  - Income  vs.  Outcome, 

Ritz  Charles,  Carmel, 
Ind. 

Oct.  4 - Richter  Day,  Westin 

Hotel,  Indianapolis. 
For  more  information,  call 
Janet  MacAbee,  (317)  338-6089. 

Indiana  University 

The  Indiana  University  School  of 
Medicine  will  present  the  follow- 
ing CME  courses: 

May  17  - New  Horizons  in 

Medicine. 

June  6-7  - ASCO. 

All  courses  will  be  presented 
at  the  University  Place  Conference 
Center  and  Hotel  in  Indianapolis. 
For  more  information,  call  (317) 
274-8353. 

Washington  University 

The  Mallinckrodt  Institute  of  Ra- 
diology and  the  Washington  Uni- 
versity School  of  Medicine  will 
present  "Practical  Issues  in  Lead- 
ing-Edge Radiology"  Oct.  11-13  at 
The  Frontenac  Hilton  in  St.  Louis. 

The  symposium  will  include 
discussions  on  helical  CT,  CT 
angiography,  MR  angiography 
and  current  neurointerventional 
techniques. 

For  registration  information, 
call  Linda  Macker  at  (314)  362- 
2916. 


University  of  Michigan 

The  University  of  Michigan  Medi-  i 

cal  School  will  sponsor  these  CME^ 

courses: 

July  11-14  - 22nd  Annual 

Mackinac  Island 
Course:  Advances  in 
the  Management  of 
Infectious  Diseases, 
The  Grand  Hotel, 
Mackinac  Island, 

Mich. 

July  14-16  - 10th  Annual  Sympo- 
sium on  Breast  Dis- 
ease: Diagnostic  Im- 
aging and  Current 
Management,  The 
Grand  Hotel, 
Mackinac  Island, 

Mich. 

July  18-21  - Gastroenterology  for 
the  Gastrointestinal 
Consultant,  Shanty 
Creek  Resort, 

Bellaire,  Mich. 

July  19-21  - Advances  in  Office 
Psychiatry:  Mood 
and  Anxiety  Disor- 
ders, The  Towsley 
Center,  Ann  Arbor, 
Mich. 

July  27-28  - Endocrinology  and 
Diabetes  Update, 
Grand  Traverse  Re- 
sort, Grand  Traverse 
Village,  Mich. 

Aug.  1-4  - Internal  Medicine 
Update,  The  Grand 
Hotel,  Mackinac 
Island,  Mich. 

To  register,  call  Vivian  Woods 

at  (313)  763-1400.  □ 
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IT’S  ONE  THING  TO  SAY 
YOU’RE  A CONFERENCE  CENTER. 
IT’S  ANOTHER  THING  TO  BE  ONE. 


As  the  only  central  Indiana  member  of  the  International  Association  of  Conference 
Centers,  University  Place  is  designed  and  staffed  to  be  a conference  center.  Here  you'll 
have  access  to  our  fully  equipped,  fully-staffed,  audio-visual  department.  There  are  also 
30  dedicated  climate-controlled  meeting  rooms,  including  tiered  presentation  rooms. 

For  overnight  stays,  our  AAA  Four-Diamond  hotel  includes  278  guest  rooms  with 
computer  modem  jacks  and  voice  mail. 

For  a skilled  meeting  specialist  who  can  tailor  our  services  to  your  meeting  objectives, 
call  1-800-410-MEET.  And  see  the  difference  a real  conference  center  can  make. 


University  Place 

Conference  Center  & Hotel 


INDIANAPOLIS 


On  the  campus  of  Indiana  University  - Purdue  University  Indianapolis 

Internet:  UPLACE@indycms.iupui.edu  Phone:  317 -27 4-3196  Fax:  317 -27 4-387 8 
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■news  briefs 


lU  studies  link  between  low 
estrogen  and  Alzheimer's 

Indiana  University  Medical  Center 
researchers  are  investigating 
estrogen  replacement  therapy  as  a 
treatment  for  women  with 
Alzheimer's  disease  and  are 
looking  for  study  participants. 

Research  has  shown  that  low 
estrogen  levels  in  women  may 
have  negative  effects  on  the  brain 
and,  as  a result,  may  hasten  onset 
of  Alzheimer's  disease. 

Postmenopausal  women  age 
60  and  over  who  are  diagnosed 
with  mild  to  moderate  Alzheimer's 
disease  are  needed  for  two  na- 
tional studies.  Participants  must 
have  no  history  of  cancer  of  the 
reproductive  system,  must  not  be 
on  estrogen  therapy  and  must  be 
in  stable  general  health. 

Participants  who  qualify  will 
receive  gynecological,  neurological 
and  psychological  examinations 
and  EKG,  blood  and  urine  tests 
free  of  charge. 

For  more  information,  call 
Nicki  Coleman,  R.N.,  study 
coordinator,  (317)  274-1351. 

AHCPR  offers  health  care 
information  on  Internet 

The  Agency  for  Health  Care  Policy 
and  Research  has  launched  its 
World  Wide  Web  site  - located  at 
http:  / / www.ahcpr.gov/  - to  help 
health  care  practitioners  and 
consumers  make  informed  health 
care  decisions  and  to  research 
what  works  best  in  health  care. 

Included  are  electronic  ver- 
sions of  the  17  clinical  practice 
guidelines  AHCPR  has  supported 
and  released  thus  far. 

The  major  categories  available 


include  Offices /Centers,  News  & 
Resources,  Research  Portfolio, 

Data  & Methods,  Guidelines  & 
Medical  Outcomes  and  Consumer 
Health.  There  is  also  an  electronic 
catalog  to  the  more  than  450 
information  products  generated  by 
AHCPR. 

Certification  for  disability 
evaluations  offered 

The  American  Board  of  Indepen- 
dent Medical  Examiners  has 
launched  a national  certification 
program  to  identify  physicians 
with  established  credentials  and 
expertise  in  the  evaluation  of 
disability  and  other  physical 
impairment. 

The  national  certification  is 
designed  to  distinguish  those 
physicians  who  are  committed  to 
professional  excellence  and 
integrity  in  disability  evaluations, 
who  demonstrate  appropriate 
expertise  in  accordance  with 
ABIME  standards  and  who  follow 
the  organization's  guidelines  of 
conduct. 

ABIME  eligibility  require- 
ments for  physicians  include  board 
certification  in  a recognized 
medical  specialty  or  medical 
practice  for  the  past  10  years,  the 
fulfillment  of  continuing  medical 
education  requirements,  proven 
competency  through  rigorous 
written  examinations  and  adher- 
ence to  the  ABIME  ethical  code. 

To  receive  information  about 
ABIME  or  to  order  a copy  of  the 
1996  ABIME  National  Directory, 
contact  Kathy  Sydlowski,  ABIME, 
55  W.  Seegers  Rd.,  Arlington 
Heights,  IL  60005,  (847)  640-9378. 


lU  seeks  patients  for 
research  on  strokes 

Nine  clinical  trials  are  under  way 
at  the  Indiana  University  Medical 
Center  to  study  drugs  that  might 
lessen  the  damaging  effects  of 
stroke  or  prevent  stroke  patients 
from  having  additional  strokes. 

Some  of  the  studies  require 
that  participants  enroll  within 
three  hours  after  the  onset  of 
stroke  symptoms,  while  others  will 
accept  enrollees  within  48  hours 
after  the  onset  of  stroke  symptoms. 
Studies  of  prevention  methods  will 
accept  patients  up  to  three  months 
after  their  initial  onset  of  symp- 
toms. 

Physicians  may  refer  their 
patients  to  the  study  or  patients 
may  enroll  on  their  own.  For  more 
information,  call  (317)  278-0270. 

NIH  offers  report  on 
cochlear  implants 

A National  Institutes  of  Health 
(NIH)  consensus  development 
statement  on  cochlear  implants  in 
adults  and  children  may  be 
obtained  from  the  NIH  Office  of 
Medical  Applications  of  Research. 
The  report  was  prepared  by  a 
panel  of  experts  who  considered 
scientific  evidence  presented  at  a 
Consensus  Development  Confer- 
ence at  NIH.  It  contains  recom- 
mendations and  conclusions  about 
cochlear  implants. 

Free  single  copies  of  the 
consensus  statement  on  cochlear 
implants  in  adults  and  children 
may  be  obtained  from  NIH 
Consensus  Program  Information 
Service,  P.O.  Box  2577,  Kensington, 
MD  20891, 1-800-644-6627.  □ 
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Volunteers 

Overseas 


Health  Volunteers 
Overseas  is  dedicated  to 


improving  the  availability 
and  quality  of  health  care  in 


developing  countries  through  training  and  education. 

Volunteer  your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


Leonardo  da  Vinci  did  — everything  fn 
flight  to  anatomy  — expanding  his  knowl- 
edge and  potential . Think  what  he 
have  accomplished  in  today’s  world  of 
high  technology. 


If  you’re  a Family  Practitioner, 
Physician  Assistant,  or  Physical 
Therapist,  explore  the  high-tech 
world  of  Air  Force  medicine  — a 
world  where  professionals  work 
hand-in-hand  giving  patients  the 
best  care  possible  without  concern 
for  the  patient’s  ability  to  pay. 


You’ll  enter  a ready-made  practice 
with  none  of  the  start-up  and  profes- 
sional liability  insurance  exprenses. 


And  chances  are  good  you’ll  have 
more  time  to  spend  with  family 
and  friends,  or  to  pursue  ahobby. 
Plus,  there  are  opportunities  for 
you  to  explore  other  countries 
and  cultures.  You’ll  also  have 
the  prestige  of  being  an  Air 
Force  officer  and  the  pride  of 
serving  your  country. 

For  more  information,  call 
1 -800423-USAF.  Or  send  your  CV 
to  HQ  USAFRS/RSH,  Randolph  AFB 
TX  78150-5421. 


Y ou  can  explore  opportunities  for  advanced 
education  to  keep  you  abreast  of  new 
ideas  in  your  field. 
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Harry  G.  Becker,  M.D. 

Dr.  Becker,  90,  a retired  Indianapo- 
lis surgeon  and  Army  colonel,  died 
Jan.  19, 1996. 

He  was  a 1933  graduate  of  the 
University  of  Illinois  College  of 
Medicine.  Dr.  Becker  joined  the 
Army  Reserve  after  serving  in 
World  War  II.  He  became  com- 
mander of  the  Army  Reserve  337th 
General  Hospital  at  Fort  Benamin 
Harrison  in  Indianapolis  in  1952 
and  retired  as  a colonel  in  1965. 

Dr.  Becker  served  on  the  staffs 
of  Methodist,  Winona,  St. 

Vincent's,  Community  and 
Wishard  Memorial  hospitals.  He 
was  a diplomate  of  the  American 
Board  of  Surgeons  and  a fellow  of 
the  American  College  of  Surgeons. 
He  had  been  an  industrial  physi- 
cian for  Allison  Transmission 
Division  of  General  Motors  Corp. 
and  served  as  associate  professor 
in  surgery  four  years  for  the 
Indiana  University  School  of 
Medicine. 

Myron  Berkson,  M.D. 

Dr.  Berkson,  73,  a Michigan  City 
psychiatrist,  died  Feb.  4, 1996,  at 
St.  Anthony  Hospital  in  Michigan 
City. 

He  was  a 1952  graduate  of  the 
University  of  Illinois  College  of 
Medicine. 

Dr.  Berkson  was  a charter 
member  of  the  Northern  Indiana 
Psychiatric  Society  and  a member 
of  the  American  Psychiatric 
Association. 

Louis  C.  Bixler,  M.D. 

Dr.  Bixler,  89,  a retired  South  Bend 
radiologist,  died  Jan.  10,  1996,  at 
his  home. 

He  was  a graduate  of  the 
Indiana  University  School  of 


Medicine  and  a U.S.  Army  veteran 
of  World  War  II. 

Dr.  Bixler  was  affiliated  with 
Radiology  Inc.  at  Memorial 
Hospital.  He  was  a past  president 
of  the  St.  Joseph  County  Medical 
Society  and  the  Indiana  Roentgen 
Society  and  a fellow  of  the  Ameri- 
can College  of  Radiology. 

William  W.  Drummy  Jr.,  M.D. 

Dr.  Drummy,  73,  a retired  Terre 
Haute  internist,  died  Feb.  16, 1996. 

He  was  a 1948  graduate  of 
Harvard  Medical  School.  He  was 
an  Air  Force  flight  surgeon  and 
served  as  chief  of  medical  service 
at  McDill  Air  Force  Base  Hospital 
in  Tampa,  Fla.,  and  as  chief  of 
medical  professional  services  at 
Ladd  Air  Force  Base  hospital  in 
Fairbanks,  Alaska. 

Dr.  Drummy  had  practiced  in 
Terre  Haute  since  1957.  He  was  the 
chairman  and  co-founder  of  the 
original  coronary  care  unit  at  St. 
Anthony's  Hospital,  where  he  also 
helped  start  the  first  respiratory 
care  unit  in  Terre  Haute.  He  had 
been  an  associate  professor  of 
medicine  and  community  health 
services  at  the  Indiana  University 
School  of  Medicine  and  a clinical 
instructor  of  medicine  and  head  of 
cardiology  teaching  at  the  Indiana 
State  University  Division  of  the  lU 
School  of  Medicine.  Dr.  Drummy 
was  the  former  director  of  the  Vigo 
County  Tuberculosis  Clinic,  the 
past  president  of  the  Owen  County 
Board  of  Health  and  former 
medical  director  of  the  student 
health  department  at  ISU.  He  had 
served  as  chairman  of  the  depart- 
ment of  medicine  at  Terre  Haute 
Regional  Hospital. 


David  C.  Gastineau,  M.D. 

Dr.  Gastineau,  71,  a retired  Fort 
Wayne  radiation  oncologist,  died 
Jan.  16,  1995. 

He  was  a 1947  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Gastineau  was  a founding  | j 
member  of  the  American  Society  of  l j 
Therapeutic  Radiology  and  helped  | 
establish  the  Parkview  Oncology 
Center  in  Fort  Wayne. 

Chester  J.  Kmak,  M.D. 

Dr.  Kmak,  65,  formerly  of  Munster, 
died  March  8, 1996,  in  Marco 
Island,  Fla.,  where  he  had  lived  for 
1 1/2  years. 

He  was  a 1956  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Kmak  was  an  obstetrician 
and  gynecologist. 

Robert  W.  Kohne,  M.D. 

Dr.  Kohne,  71,  a Lafayette  family 
practice  physician,  died  March  1, 
1996. 

He  was  a 1953  graduate  of  the 
Indiana  University  School  of 
Medicine.  While  serving  with  the 
U.S.  Navy  during  World  War  II,  he 
was  detached  to  a British  intelli- 
gence unit,  working  with  the 
French  underground.  He  received 
the  French  Legion  of  Honor  from  | 
Gen.  Charles  de  Gaulle  and  later  ' 
the  French  Legion  of  Merit  from  ! 
President  de  Gaulle.  He  served  in 
the  South  Pacific  aboard  a ship 
with  the  Marine  Corps  and  the 
U.S.  Navy.  For  his  service,  he 
received  two  personal  presidential 
commendations . 

Dr.  Kohne  had  a practice  in 
Lafayette  and  was  Lafayette  health 
officer  for  23  years  and  city  police 
surgeon  for  25  years.  He  was  on  i 
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the  staffs  of  St.  Elizabeth  and 
Home  hospitals  for  41  years.  He 
was  a life  member  of  the  American 
Academy  of  Family  Physicians.  In 
1991,  he  was  named  a Sagamore  of 
the  Wabash  by  Gov.  Evan  Bayh. 

Everett  E.  Mason,  M.D. 

Dr.  Mason,  84,  an  Evansville 
family  practice  physician,  died 
Feb.  20, 1996,  at  his  home. 

He  was  a 1936  graduate  of  the 
Indiana  University  School  of 
Medicine.  During  World  War  II,  he 
was  a colonel  and  commander  of 
the  58th  Medical  Battalion  serving 
in  North  Africa  and  Europe. 

Dr.  Mason  was  a family 
physician  and  surgeon  for  55 
years. 

Jack  McKittrick,  M.D. 

Dr.  McKittrick,  83,  a Washington, 
Ind.,  family  practice  physician, 
died  Feb.  27, 1996,  at  Carmel  (Ind.) 
Care  Center. 

He  was  a 1936  graduate  of  the 
Indiana  University  School  of 
Medicine.  He  was  a flight  surgeon 
during  World  War  II,  stationed  in 
England  with  the  Eighth  Air 
Force's  95th  Bomb  Group,  which 
earned  three  Presidential  Citations. 

Dr.  McKittrick  was  in  practice 
for  45  years,  retiring  in  1982.  He 
was  a member  of  the  American 
Legion  and  a former  member  of 
the  board  of  directors  of  Washing- 
ton National  Bank. 


Felix  Millan,  M.D. 

Dr.  Millan,  67,  a physical  medicine 
and  rehabilitation  physician  in 
East  Chicago,  died  March  7, 1996, 
at  his  home  in  Munster. 

He  was  a 1954  graduate  of 
Facultad  de  Medicina  Universidad 
Nacional  Autonoma  in  Mexico. 

Dr.  Millan  had  practiced  in 
East  Chicago  since  1975.  He  was 
on  the  staffs  of  Munster  Commu- 
nity Hospital,  St.  Catherine 
Hospital  and  Our  Lady  of  Mercy 
Hospital.  He  was  a fellow  of  the 
Royal  Society  of  Health  in  London 
and  a fellow  of  the  American 
College  of  Legal  Medicine. 

Perry  F.  Seal,  M.D. 

Dr.  Seal,  80,  a retired  Brookville 
family  physician,  died  Jan.  24, 

1996,  at  Margaret  Mary  Commu- 
nity Hospital  in  Batesville. 

He  was  a 1942  graduate  of  the 
University  of  Cincinnati  College  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Seal  opened  his  practice  in 
Brookville  in  1946  and  retired  in 
1993.  He  was  the  Franklin  County 
Board  of  Health  officer  for  35  years 
and  was  the  athletic  program 
physician  for  the  Brookville  and 
Franklin  County  high  schools  for 
more  than  40  years.  He  was  a 
member  of  the  American  Academy 
of  Family  Physicians. 


Henry  A.  Staunton,  M.D. 

Dr.  Staunton,  81,  a retired  South 
Bend  family  physician,  died  Oct.  7, 
1995. 

He  was  a 1940  graduate  of  the 
St.  Louis  University  School  of 
Medicine. 

Dr.  Staunton,  who  retired  in 
1990,  had  been  on  the  staffs  at  St. 
Joseph  Medical  Center  and  Memo- 
rial Hospital  in  South  Bend  and  St. 
Joseph  Hospital  in  Mishawaka.  He 
was  a member  of  the  American 
Academy  of  Family  Physicians. 

Roland  B.  Wilson,  M.D. 

Dr.  Wilson,  84,  a retired  Fort 
Wayne  family  physician,  died  Jan. 
28, 1996,  at  St.  Joseph  Medical 
Center. 

He  was  a 1944  graduate  of  the 
Howard  University  College  of 
Medicine  and  served  in  the  Army 
Medical  Corps. 

Dr.  Wilson,  who  practiced  in 
Fort  Wayne  for  45  years,  was  on 
the  staffs  at  the  city's  three  hospi- 
I tals.  He  was  active  in  civil  rights 
j and  served  as  a physician  in  the 
I march  to  Selma,  Ala.,  with  Dr. 

I Martin  Luther  King  Jr.  Fie  also 
: collected  supplies  for  the  march 

before  he  joined  in.  Dr.  Wilson 
j helped  found  the  Frontiers  Club  to 
provide  wheelchairs  to  people 
I who  couldn't  afford  them.  He 
I received  the  Marjorie  D.  Wickliffe 
Award  in  1995  from  the  Fort 
I Wayne  branch  of  the  National 
I Association  for  the  Advancement 
i of  Colored  People.  □ 
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Physician  Recognition  Award  recipients 


^ he  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
^ceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


November  1995 

Andrews,  Ronald  K.,  Greenfield 
Baker,  Mason  R.,  Evansville 
Castor,  Conrad  P.,  Schererville 
Combs,  Kenneth  G.,  Evansville 
Davison,  Bruce  A.,  Columbus 
Dolembo,  John  M.,  Zionsville 
Egnatz,  Charles  D.,  Schererville 
Goyne,  Cheryl,  Valparaiso 
House,  Jerry  L.,  Indianapolis 
Hutter,  George  E.,  Carmel 
Irick,  Robert  M.,  Bloomington 
Kamen,  Jack  M.,  Indianapolis 
Kelly,  George  G.,  Munster 
Levine,  Michael  D.,  Carmel 
Lewis,  Merral  B.,  Evansville 
Marnocha,  Kenneth  E.,  Zionsville 
McAree,  Francis  E.,  Indianapolis 
Nakamura,  Takamitsu,  Munster 
Rayes,  Hassan,  Princeton 
Sasso,  Rick  C.,  Indianapolis 
Spence,  William  C.,  Bloomington 
Storm,  Richard  M.,  Indianapolis 
Willage,  Mark  B.,  Madison 
Zeph,  Richard  D.,  Carmel 

December  1995 

Brantly,  James  M.,  Indianapolis 


Byrne,  Frank  D.,  Fort  Wayne 
Diaz,  David  R.,  Indianapolis 
Domingo,  Ricardo  C.,  Greensburg 
Ferree,  Mary  M.,  Indianapolis 
Frost,  Marc  L.,  Indianapolis 
Goode,  Roy  L.,  Columbus 
Mellinger,  Michael  O.,  LaGrange 
Munoz,  Jose  C.,  Fort  Wayne 
Poor,  Maria  C.,  Indianapolis 
Titcomb,  Clifton  P.,  Fort  Wayne 
Von  Stein,  G.  Alan,  Trafalgar 
Zehr,  Brian  P.,  Fort  Wayne 

January  1996 

Brown,  Michael  R.,  Terre  Haute 
Crabb,  Daniel  G.,  Carmel 
Feldman,  Howard  E.,  Munster 
Gelfman,  Daniel  M.,  Anderson 
Healey,  Diane  W.,  Carmel 
Kintanar,  Thomas  A.,  Fort  Wayne 
Markham,  Raymond  E.,  Indianapolis 
Masbaum,  Ned  P.,  Carmel 
Mattox,  Dean  L.,  Angola 
Nicholas,  Thomas  D.,  Rockville 
Sartore,  Gilbert  A.,  Evansville 
Vorwald,  Mary  J.,  Zionsville 
Wang,  Arthur  F.,  Mishawaka 
Wass,  Justin  L.,  Franklin 


D r.  Myron  H.  Weinberger, 

professor  of  medicine  and  director 
of  the  Hypertension  Research 
Center  at  the  Indiana  University 
School  of  Medicine,  has  received 
the  Robert  Tigerstedt  Award  from 
the  American  Society  of  Hyperten- 
sion. The  award  is  given  every  two 
years  for  outstanding  research  in 
hypertension. 

Dr.  Dung  D.  Nguyen,  a 
resident  in  the  Department  of 
Anesthesiology  at  the  Indiana 
University  School  of  Medicine  and 
an  ISMA  alternate  trustee,  was  co- 
author of  an  article  titled  ''Medical 
Student  Abuse  During  Third-Year 
Clerkships"  that  was  published  in 
the  Feb.  7,  1996,  issue  of  the  Journal 
of  the  American  Medical  Association. 

Dr.  Richard  C.  Rink  of  the 
James  Whitcomb  Riley  Hospital 
for  Children  and  Dr.  Tim  E.  Taber 
of  Methodist  Hospital  in  India- 
napolis received  research  grants 
from  the  National  Kidney  Founda- 
tion of  Indiana.  Dr.  Rink's  research 
project  is  "The  Natural  History  of 
Nephrocalcinosis  in  the  Premature 
Infant,"  and  Dr.  Taber's  project  is 
"Use  of  Low  Molecular  Weight 
Heparin  (Enoxaparin)  in  the 
Prevention  of  Neointimal 
Hyperplasia  at  the  Venous  Anasto- 
mosis in  PTFE  hemodialysis 
Arterio-Venous  Conduits 
(Grafts)." 

Accomplishments  and  activi- 
ties of  physicians  at  the  Indiana 
Hand  Center  of  Indianapolis 
include  the  following:  Dr.  James 
W.  Strickland  was  the  guest 
lecturer  at  the  annual  John  F. 

LeCocq  Lectureship  in 
Orthopaedics  in  Seattle,  Wash.;  his 
talks  included  "Specialization:  The 
Past,  the  Present,  the  Future"  and 
"The  Scientific  Rationale  of  Im- 
proved Flexor  Tendon  Repair."  Dr. 
Strickland  presented  the  first 


Daniel  Riordan  Lectureship  at 
Tulane  University  in  New  Orleans; 
he  spoke  on  "Current  Trends  in 
Flexor  Tendon  Repair"  and  "The 
Daniel  Riordan  Lecture:  Specializa- 
tion in  Orthopaedics."  Dr. 
Strickland  was  reelected  to  the 
board  of  directors  of  the  American 
Academy  of  Orthopaedic  Sur- 
geons. Dr.  Hill  Hastings  II  re- 
ceived the  Innovation  Award  for 
his  contributions  to  the  AO  Hand 
Study  Group;  he  was  recognized 
for  his  contribution  in  the  develop- 
ment of  the  distal  radius  plate  and 
percutaneous  forceps  and  for  his 


contributions  to  the  AO  Hand 
Study  Group  of  the  Technical 
Commission.  Dr.  Robert  M. 
Baltera  and  Dr.  Jeffrey  A. 
Greenberg  have  passed  the 
Certificate  of  Added  Qualification 
in  hand  surgery.  Dr.  Greenberg 
authored  a paper  titled  "Salvage  of 
the  Failed  Darrach  Procedure"  that 
was  published  in  the  November 
1995  issue  of  the  Journal  of  Hand 
Surgery.  Dr.  Greenberg  spoke  on 
"Dynamic  Dissociative 
Scapholunate  Instability"  as  part  of 
a panel  on  carpal  instability  at  the 
annual  meeting  of  the  American 
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Association  of  Hand  Surgery  in 
Palm  Springs,  Calif. 

Dr.  Rick  C.  Sasso  of  India- 
napolis Neurosurgical  served  as  a 
faculty  member  at  an  AO  spinal 
I instrumentation  course  in  Paoli, 

■ Pa.;  he  lectured  on  transarticular 
screw  fixation  of  the  C1-C2  joint 
and  anterior  fixation  of  odontoid 
fractures. 

Dr.  Douglas  J.  Van  Putten,  a 

LaPorte  ophthalinologist  specializ- 
ing in  plastic,  reconstructive, 
cosmetic  and  laser  surgery,  was 
appointed  to  the  Committee  of 


Young  Surgeons  of  the  American 
College  of  Surgeons. 

Dr.  Rhonda  S.  Trippell  of 
Bloomington  was  named  a diplo- 
mate  of  the  American  Board  of 
Obstetrics  and  Gynecology. 

Accomplishments  and  activi- 
ties of  physicians  at  Northside 
Cardiology  in  Indianapolis  include 
the  following:  Dr.  Thomas  J. 
Linnemeier  spoke  on  "OSTI: 
Optimal  Stent  Implantation 
Protocol"  during  International 
Congress  IX  on  Endovascular 
Interventions  in  Scottsdale,  Ariz., 


and  gave  a presentation  on  "The 
Active  Guide  Catheter;  A Lost  Art 
Form  or  Obsolete  Technology"  at 
the  Andreas  Gruentzig  Society 
meeting  in  Aruba.  Dr.  Linnemeier 
I was  appointed  governor  for 
Indiana  and  Michigan  for  the 
i Society  for  Cardiac  Angiography 
and  Interventions.  Dr.  Eric 
Prystowsky  co-chaired  the  Inter- 
national Review  course  on  Cardi- 
I ology  for  Chinese  physicians  in 
Beijing;  he  also  gave  four  presenta 
' tions  and  participated  in  a 
i radiofrequency  ablation.  Dr. 


Evan  Scott  Melrose,  a student  at  the  Indiana  Univer- 
sity School  of  Medicine,  receives  an  American 
Medical  Association/Glaxo  Wellcome  Achievement 
Award  from  Nancy  W.  Dickey,  M.D.,  chair  of  the 
AMA's  Board  of  Trustees.  The  award  was  presented 
at  the  AMA's  National  Leadership  Conference. 
Melrose  has  officially  represented  lU  at  several 
national  and  state  conferences  through  his  involve- 
ment with  many  organizations.  He  successfully  led 
grassroots  efforts  to  lobby  Indiana  Congressional 
delegates  and  participated  in  the  AMA  government 
relations  internship  in  Washington,  D.C.  He  founded 
the  unique  program,  "Project  Magic,"  which  con- 
ducts physical  therapy  for  children  through  teaching 
them  magic. 


Gregory  C.  Risk,  M.D.,  a third-year  emergency 
medicine  resident  at  Methodist  Hospital  in  India- 
napolis, receives  the  American  Medical  Association/ 
Glaxo  Wellcome  Achievement  Award  from  Nancy 
W.  Dickey,  M.D.,  chair  of  the  AMA's  Board  of 
Trustees.  The  award  was  presented  at  the  AMA's 
National  Leadership  Conference.  Dr.  Risk  serves  as 
the  co-chair  of  the  Methodist  Hospital's  Lifeline 
Helicopter/Emergency  Medical  Services  Committee. 
He  has  been  active  in  the  Indiana  State  Medical 
Association  and  is  current  president  of  the  ISMA 
Resident  Medical  Society.  He  has  served  as  a del- 
egate to  the  AMA.  Dr.  Risk  has  served  as  the  Emer- 
gency Medicine  Resident  Association  representative 
to  the  Society  for  Academic  Emergency  Medicine's 
Residency  Committee. 
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Morton  Tavel  conducted  a semi- 
nar on  "Cardiac  and  Pulmonary 
Auscultation"  in  Chicago  under 
the  auspices  of  the  American 
College  of  Chest  Physicians.  Dr. 
Richard  Gordon  was  co-author  of 
an  article  titled  "Valvulitis  Involv- 
ing a Bioprosthetic  Valve  in  a 
Patient  with  Systemic  Lupus 
Erythematosus"  that  was  pub- 
lished in  the  January /February 
1996  issue  of  the  Journal  of  the 
American  Society  of  Echocardio- 
graphy. 

Accomplishments  and  activi- 
ties of  physicians  at  the  Methodist 
Sports  Medicine  Center  in  India- 
napolis include  the  following:  Dr. 
K.  Donald  Shelbourne  was 
moderator  for  a discussion  on 
anterior  cruciate  ligament  recon- 
struction rehabilitation  at  the 
annual  meeting  of  the  American 
Academy  of  Orthopaedic  Surgeons 
(AAOS)  in  Atlanta.  Dr.  Thomas  E. 
Klootwyk  was  inducted  as  a 
fellow  of  the  AAOS  at  the  group's 
annual  meeting  in  Atlanta;  he  also 
spoke  on  anterior  cruciate  liga- 
ment reconstruction  rehabilitation 
at  the  meeting.  Dr.  Arthur  C. 
Rettig  spoke  on  "Acute  Stable 
Scaphoid  Fractures:  Whether  to  Fix 
with  Herbert  Screw"  at  the  AAOS 
annual  meeting;  he  gave  presenta- 
tions on  "Hand  and  Wrist  Injuries 
in  Athletes,"  "How  I Manage 
Scaphoid  Fractures"  and  "Contri- 
bution of  the  Trunk  and  Back  to 
Overhead  Throwing"  at  the 
advanced  team  physician  course 
sponsored  by  the  American 
College  of  Sports  Medicine,  the 
American  Medical  Society  for 
Sports  Medicine  and  the  American 
Orthopaedic  Society  for  Sports 
Medicine  in  Scottsdale,  Ariz. 

Dr.  Stephen  W.  Perkins,  an 
Indianapolis  facial  plastic  and 
reconstructive  surgeon,  gave  an 
overview  of  "Anesthesia  for  Nasal 
Surgery  and  Steps  for 


Rhinoplasty"  and  was  a panelist 
discussing  "Case  Management  of 
Cosmetic  and  Functional  Ap- 
proach to  Rhinoplasty"  at 
"Rhinoplasty  '96,"  sponsored  by 
the  Educational  and  Research 
Foundation  for  the  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  in  Atlanta, 
Ga.  He  spoke  on  "Facial  Resurfac- 
ing" and  "Forehead  Lifting: 
Endoscopic  vs.  Open"  at  a sympo- 
sium sponsored  by  the  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  in 
Snowmass,  Colo. 

Dr.  Maurice  E.  Arregui  of 
Indianapolis  spoke  on 
laparoscopic  and  endoscopic 
ultrasound  during  a program  on 
"Diagnostic  and  Interventional 
Ultrasound  for  Surgeons"  in 
Orlando,  Fla.  He  was  appointed 
program  chairman  for  the  "Ultra- 
sound for  the  General  Surgeon" 
course  held  during  the  World 
Congress  on  Endoscopic  Surgery 
in  Philadelphia. 

Dr.  Richard  D.  Zeph,  a 
Carmel  facial  plastic  surgeon, 
spoke  on  open  structure  tip 
principles  at  a symposium  spon- 
sored by  the  American  Academy 
of  Facial  Plastic  and  Reconstruc- 
tive Surgery  in  Snowmass,  Colo. 

Dr.  William  Beeson,  an 
Indianapolis  facial  plastic  and 
reconstructive  surgeon,  was 
elected  to  the  American  Academy 
of  Cosmetic  Surgery  Board  of 
Trustees.  He  spoke  on  hair  trans- 
plant using  CO2  lasers,  endoscopic 
facial  surgery  and  anatomy  of  the 
forehead  and  face  at  the  academy's 
annual  scientific  meeting. 

Dr.  Greg  Hardin  of  SCORE 
(Specialty  Centers  for  Orthopaedic 
and  Rehabilitative  Excellence)  in 
Indianapolis  presented  a lecture  on 
holmium  laser  assisted  capsular 
shift  shoulder  stabilization  surgery 
and  was  course  faculty  for  the 


cadaver  lab  at  the  Musculoskeletal 
Laser  Society  meeting  in  Lake 
Tahoe,  Nev. 

Dr.  Vidyasagar  Tumuluri,  an 
Indianapolis  hand  surgeon,  j 

received  a plaque  from  the  March  ^ 
of  Dimes  for  raising  $56,000  for  : ; 
Walk  America.  > 

Dr.  Miles  J.  Jones,  a LaPorte  , 1 
pathologist,  was  awarded  status  as  ^ 
a Diplomate:  Board  Certified  ' 
Forensic  Examiner  of  the  American  i 
Board  of  Forensic  Examiners. 

Dr.  Rama  Jager,  medical 
director  of  Colon  and  Rectal  Care 
in  Indianapolis,  is  the  co-editor  of 
a new  textbook  titled  Laparoscopic 
Colorectal  Surgery,  available 
through  Churchill  Livingstone. 

Dr.  John  F.  Williams  Jr.,  ! 

professor  of  medicine  and  associ- 
ate dean  at  the  Indiana  University 
School  of  Medicine  and  director  of 
Wishard  Health  Services,  received  i 

the  Distinguished  Fellowship  , 

Award  from  the  American  College 
of  Cardiology.  The  award  is  given  i 
to  a fellow  of  the  college  who  has  j 
preformed  outstanding  service  in 
the  interest  of  the  college. 

Dr.  Douglas  P.  Zipes,  distin- 
guished professor  of  medicine  and 
professor  of  pharmacology  and 
toxicology  at  the  Indiana  Univer-  I 

sity  School  of  Medicine,  has 
received  the  Distinguished  Scien- 
tist Award  from  the  American 
College  of  Cardiology.  He  was 
honored  for  his  research  on  the 
role  of  the  autonomic  nervous 
system  in  the  control  of  the  normal 
and  the  pathological  heart. 

Dr.  Frank  P.  Lloyd  Sr.  of 
Indianapolis  received  a Drum 
Major  Award  from  the  Circle  City 
Frontiers  Service  Club.  He  was 
honored  for  his  outstanding 
leadership  in  community  service. 

Dr.  Thomas  P.  O'Rourke  of 
Vincennes  has  been  certified  by  the 
American  Board  of  Obstetrics  and 
Gynecology. 
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Dr.  W.  Rodger  Funderburg  Jr. 

of  Vincennes  has  been  certified  by 
the  American  Board  of  Anesthesi- 
ology. 

Dr.  Guy  H.  Waldo,  a Bedford 
internist,  has  retired.  He  was  one 
of  the  original  physicians  who 
joined  Edgewood  Clinic  in  1958. 

Dr.  Olaf  B.  Johansen  of 
Mooresville,  Dr.  Jonathan  L. 
Schmidt  of  Muncie  and  Dr.  Rami 
Saydjari  of  Crawfordsville  were 
named  fellows  of  the  American 
College  of  Surgeons. 

Dr.  Henry  Bock,  an  emer- 
gency medicine  specialist  at 
Methodist  Hospital  in  Indianapo- 
lis, received  the  John  Kassis  Award 
from  the  Marion  County  Hazard- 
ous Materials  Responders.  The 
award  honors  a citizen  who  has 
made  extraordinary  contributions 
to  the  program. 

Dr.  Scott  B.  Edwards,  medical 
director  of  the  Occupational 
Medicine  Network  of  St.  Joseph's 
Medical  Center  in  South  Bend,  has 
become  board  certified  in  internal 
medicine. 

Dr.  Eldon  E.  Baker  has  retired 
after  37  years  in  family  practice  in 
Delphi. 

Dr.  Gary  A.  Frick  of  the  Heart 
Center  of  Marion  has  become 
board  certified  in  cardiology. 

Dr.  Ronald  H.  Scheeringa,  a 
Fort  Wayne  internist,  was  elected  a 
fellow  of  the  American  College  of 
Physicians. 


New  ISM  A members 

Sudha  Alankar,  M.D.,  Scottsburg, 

pediatrics. 

Suresh  Alankar,  M.D., 
Scottsburg,  general  surgery. 

Timothy  J.  Aldridge,  D.O., 
Plymouth,  internal  medicine. 

Stephen  D.  Allen,  M.D., 
Indianapolis,  anatomic  pathology. 

Tonya  L.  Allen,  M.D.,  Muncie, 
clinical  pathology. 

Ifeanyi  B.  Anigbo,  M.D., 


Gary,  family  practice. 

Shahabul  S.  Arfeen,  M.D., 
Gary,  nephrology. 

Stephen  L.  Baker,  M.D., 
Columbus,  neurology. 

Andrew  R.  Baron,  M.D., 
Mishawaka,  family  practice. 

Todd  A.  Baxter,  M.D.,  Colum- 
bus, pediatrics. 

Stephen  H.  Berghofer,  M.D., 
Elwood,  family  practice. 

Brion  A.  Bertsch,  M.D., 
Muncie,  family  practice. 

Padmanaabha  R.  Betina, 

M.D.,  Goshen,  internal  medicine. 

Anand  D.  Bhuptani,  M.D., 
Terre  Haute,  pulmonary  diseases. 

Suzanne  Bielski,  M.D., 
Fishers,  pediatrics. 

Richard  L.  Bohnenkamp, 
M.D.,  Muncie,  anatomic/ clinical 
pathology. 

Joel  Braunstein,  D.O.,  Elkhart, 
family  practice. 

Robert  J.  Champer,  M.D., 
Muncie,  ophthalmology. 

Lori  L.  Checkley,  M.D.,  South 
Bend,  family  practice. 

Kenneth  Y.  Chern,  M.D., 
Muncie,  orthopaedic  surgery. 

Stephen  D.  Coleman,  M.D., 
Muncie,  family  practice. 

Jeffrey  C.  Cooper,  M.D., 
Lafayette,  urological  surgery. 

Alain  J.  Couturier,  M.D., 
Mishawaka,  internal  medicine. 

Goran  Cvijanovic,  M.D., 
Muncie,  internal  medicine. 

Francis  M.  Cyran,  M.D., 
Auburn,  psychiatry. 

Bart  J.  DeBrock,  M.D., 
Vincennes,  urological  surgery. 

Maria  G.  Del  Rio,  M.D., 
Evansville,  neonatal-perinatal 
medicine. 

Douglas  J.  Delafield,  M.D., 
Franklin,  family  practice. 

Stephen  R.  Depperman,  M.D., 
Indianapolis,  ophthalmology. 

Leah  G.  Dickerson,  M.D., 
Jeffersonville,  psychiatry. 

Patrick  Doolan,  M.D.,  Leba- 


non, family  practice. 

Francis  Duque,  M.D., 
Jeffersonville,  anesthesiology. 

Husameddin  R.  El  Bakri, 

M.D.,  Gary,  family  practice. 

Susan  M.  Emmick,  M.D., 
Plainfield,  pediatrics. 

Gene  V.  Fedor,  M.D.,  Griffith, 
orthopaedic  surgery. 

James  M.  Forde,  M.D., 
Valparaiso,  diagnostic  radiology. 

Frank  W.  Fortuna,  M.D., 
Indianapolis,  family  practice. 

Dennis  E.  Frazier,  M.D., 
Michigan  City,  family  practice. 

Edward  T.  Fry,  M.D.,  India- 
napolis, cardiovascular  diseases. 

Tom  N.  Galouzis,  M.D., 
Hobart,  general  surgery. 

David  G.  Gross,  D.O., 
Merrillville,  ophthalmology. 

Ashraf  H.  Hanna,  M.D.,  Fort 
Wayne,  family  practice. 

Paras  Harshawat,  M.D.,  Terre 
Haute,  psychiatry. 

Kenneth  V.  Harvey,  M.D., 
Evansville,  psychiatry. 

Steven  R.  Hayes,  M.D., 
Evansville,  anesthesiology. 

Sandra  K.  Hensley,  M.D., 
Sellersburg,  pediatrics. 

John  C.  Hilgenberg,  M.D., 
Leesburg,  anesthesiology. 

David  J.  Huddleston,  M.D., 
Muncie,  clinical  pathology. 

Eric  M.  Humphreys,  M.D., 
Vincennes,  anesthesiology. 

Jerry  L.  Jamison,  M.D., 
Clarksville,  internal  medicine. 

Leo  Dean  Jansen,  M.D., 
Warsaw,  orthopaedic  surgery. 

Rosemarie  M.  Jeffery,  M.D., 
Muncie,  internal  medicine. 

Steven  L.  Jones,  M.D.,  Muncie, 
pathology,  hematology. 

Ramesh  B.  Kalari,  M.D., 
Bedford,  gastroenterology. 

John  D.  Keen,  M.D.,  Green- 
wood, family  practice. 

Rizwan  R.  Khan,  M.D., 
Winchester,  pediatrics. 

Gail  S.  King,  M.D., 
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Noblesville,  obstetrics  and  gyne- 
cology. 

Deanna  M.  Knoll,  D.O., 
Plymouth,  pediatrics. 

Philip  C.  Krause,  M.D., 
Lafayette,  cardiovascular  diseases. 

Suresh  Lakshminarayanan, 
M.D.,  Hammond,  nephrology. 

Howard  S.  Lazarus,  M.D., 

New  Albany,  ophthalmology. 

Carl  H.  Linge,  M.D.,  Evans- 
ville, radiology. 

Scott  A.  Lintner,  M.D.,  India- 
napolis, orthopaedic  surgery. 

Michael  A.  Litwiller,  M.D., 
Greenwood,  child  psychiatry. 

Won-Shick  Loh,  M.D., 
Munster,  cardiovascular  diseases. 

Lynn  M.  Losby,  M.D.,  North 
Manchester,  family  practice. 

Polly  E.  Lybrook,  M.D., 
Bloomington,  psychiatry. 

William  J.  Lynn,  M.D., 
Indianapolis,  family  practice. 

Norman  G.  MacDonald,  M.D., 
Warsaw,  family  practice. 

Calvin  J.  Maestro  Jr.,  M.D., 
Indianapolis,  family  practice. 

A.  Gabriel  Maijub,  M.D., 

Peru,  family  practice. 

Anne  M.  Majewski,  D.O., 
LaPorte,  pediatrics. 

Lance  A.  Maki,  M.D.,  Ply- 
mouth, obstetrics  and  gynecology. 

Paul  R.  Mark,  M.D.,  South 
Bend,  obstetrics  and  gynecology. 

Steven  S.  Maves,  M.D., 
Indianapolis,  anesthesiology. 

Stephen  L.  McConnell,  M.D., 
Bloomington,  emergency  medi- 
cine. 

Katrina  K.  McGillivray,  D.O., 
Columbus,  family  practice. 

Jonathan  S.  McGlothan,  M.D., 
Muncie,  ophthalmology. 

John  G.  McGue,  M.D., 
LaPorte,  diagnostic  radiology. 

Joseph  E.  Meiners,  M.D.,  New 
Albany,  pediatrics. 

Stacey  E.  Merritt,  M.D., 
Corydon,  emergency  medicine. 

Jane  E.  Messemer,  M.D., 


Muncie,  pediatrics. 

Mark  A.  Meyer,  M.D.,  India- 
napolis, family  practice. 

Norman  Mindrebo,  M.D., 
Indianapolis,  orthopaedic  surgery. 

John  P.  Morgan,  M.D.,  Evans- 
ville, orthopaedic  surgery. 

M.A.  Karim  Moshref,  M.D., 
Fort  Wayne,  family  practice. 

Michael  W.  Mull,  M.D.,  Peru, 
family  practice. 

Douglas  M.  Murphy,  M.D., 
Munster,  orthopaedic  surgery. 

Jean  P.  Orr,  M.D.,  Noblesville, 
anesthesiology. 

Jagdish  R.  Patel,  M.D., 
Hammond,  internal  medicine. 

David  L.  Patterson,  M.D., 
Indianapolis,  allergy  and  immu- 
nology. 

Branko  D.  Pejic,  M.D.,  Gary, 
family  practice. 

Jeffrey  M.  Peterson,  M.D., 
Indianapolis,  family  practice. 

John  P.  Phillips,  M.D.,  India- 
napolis, child  neurology. 

James  L.  Qualkinbush,  M.D., 
Indianapolis,  anesthesiology. 

Vijay  M.  Raghavan,  IH.D., 
Hardinsburg,  internal  medicine. 

Robert  J.  Rapoport,  M.D., 
Indianapolis,  radiology. 

David  K.  Reyburn,  M.D., 
Rochester,  pediatrics. 

Dean  B.  Ricks,  M.D.,  Muncie, 
clinical  pathology. 

David  A.  Rusk,  M.D.,  Fort 
Wayne,  pediatrics. 

Helena  L.  Sagalovsky,  M.D., 
Crown  Point,  internal  medicine. 

Joseph  Saleeb,  M.D., 
Rushville,  internal  medicine. 

Debra  F.  Sanders,  M.D., 
Argos,  family  practice. 

Reginald  Sandy,  D.O., 
Vincennes,  internal  medicine. 

William  L.  Smits,  M.D.,  Fort 
Wayne,  pediatric  pulmonology. 

Michael  E.  Smothers,  M.D., 
Albany,  family  practice. 

Beth  A.  Snider,  M.D.,  Ander- 
son, anesthesiology. 


Rahul  Somani,  M.D.,  Crown 
Point,  radiology. 

Edward  L.  Stevens  Jr.,  M.D., 
Fort  Wayne,  pediatrics. 

Deborah  C.  Stokes,  D.O., 
Muncie,  neurology. 

Gregory  M.  Sutliff,  M.D., 
Bloomington,  cardiovascular 
diseases. 

Floyd  J.  Swenson,  M.D., 
Bloomington,  family  practice. 

Joan  K.  Szynal,  IVI.D.,  Goshen, 
physical  medicine  and  rehabilita- 
tion. 

Keith  Thomas,  M.D., 
Princeton,  anesthesiology. 

Scott  G.  Thomas,  M.D.,  South 
Bend,  general  surgery. 

A jit  K.  Tiwari,  M.D.,  Muncie, 
ophthalmology. 

Roger  J.  Van  Orsdoll,  M.D., 
Elkhart,  pediatrics. 

Neal  J.  VanNess,  M.D., 
Warsaw,  general  surgery. 

Robert  A.  Vogt,  M.D.,  Evans- 
ville, diagnostic  radiology. 

Esperanza  A.  Wade,  M.D., 
Corydon,  anesthesiology. 

Denise  A.  Ward,  D.O., 

Elkhart,  anesthesiology. 

Charles  M.  Ware  Jr.,  M.D., 
Mishawaka,  orthopaedic  surgery. 

Marianne  Watkins,  M.D.,  Fort 
Wayne,  obstetrics  and  gynecology. 

Franklin  C.  Wefald,  M.D., 
South  Bend,  cardiovascular 
diseases. 

Ann  T.  Wendecker,  M.D., 
Terre  Haute,  radiology. 

Phillip  L.  Whitfield,  M.D., 
Kokomo,  general  practice. 

Michael  A.  Wohlberg,  M.D., 
Jasper,  diagnostic  radiology. 

Eric  L.  Wymer,  M.D., 
Mooresville,  internal  medicine. 

Nageswar  R.  Yelavarthi,  M.D., 
Crown  Point,  anesthesiology. 

Lisa  A.  Youngblood,  M.D., 
Indianapolis,  family  practice.  □ 
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ATTENTION  ! 


Sign  On  BONUS 
$30,000 


r^r^TSiTTOTTTTVra  HEALTH  EDUCATION  PROGRAM 

Up  to  10  days  for  one  program  annually,  within  continental  U.S.,  all  expenses  paid. 

HRAL,TH  PPOFRSSIONAL  - LOAN  REPAYMENT  PROGRAM 

You  may  qualify  for  repayment  of  $3,000  a year  on  your  government  guaranteed 


student  loam,  up  to  a total  of  $20,000. 


Seeking  Health  Professionals  in  the  following  Specialties: 

* family  PHYSICIAN  * 

* emergency  PHYSICIAN  * 

* INTERNIST  * 

* DIAGNOSTIC  RADIOLOGIST  * 

* GENERAL  SURGEON  * 

* ORTHOPEDIC  SURGEON  * 

* PHYSICIAN  ASSISTANT  * 


For  more  information 


and  benefits  about  the  Indiana  Army  National  Guard,  contact 


Captain  Pam  Johnson 


3X7-247-3588  or  1-800-792-3493 


isma  leadership 


OFFICERS 

President  - Jerome  Melchior,  Vincennes 
Pres.-elect  - Alfred  Cox,  South  Bend 
Immediate  Past  Pres.  - William  E.  Cooper, 
Columbus 

Executive  Director  - Richard  R.  King, 
Indianapolis 

Treasurer  --  Timothy  Brown, 
Crawfordsville 

Asst.  Treasurer  - Erank  Sturdevant, 
Valparaiso 

Speaker  - Peter  Winters,  IndianapoUs 
Vice  Speaker  ~ Stephen  Tharp,  Erankfort 

EXECUTIVE  COMMITTEE 

^Jerome  Melchior,  Vincennes 
Alfred  Cox,  South  Bend 
William  Cooper,  Columbus 
Bernard  Emkes,  Indianapolis 
Timothy  Brown,  Crawfordsville 
Frank  Sturdevant,  Valparaiso 
Barney  Maynard,  Evansville 
Tom  Brubaker,  Griffith 
Peter  Winters,  Indianapolis 
Stephen  Tharp,  Frankfort 

TRUSTEES  (Terms  end  in  October) 
District 

1 - Barney  R.  Maynard,  Evansville  (1998) 

2 - Fred  Ridge  Jr.,  Linton  (1996) 

3 ■=  John  Seward,  Bedford  (1997) 

4 - Arthur  C.  Jay,  Lawrenceburg  (1998) 

5 - Fred  E.  Haggerty,  Greencastle  (1996) 

6 - Ray  A.  Haas,  Greenfield  (1997) 

7 ~ Paula  Hall,  Indianapolis  (1998) 

7 - John  M.  Records,  Franklin  (1996) 

*1  - Bernard  J.  Emkes,  Indianapolis  (1997) 

8 - John  V.  Osborne,  Muncie  (1996) 

9 - Gerald  Wehr,  Lafayette  (1997) 

10  - Thomas  A.  Brubaker,  Munster  (1998) 

11  - Regino  Urgena,  Marion  (1996) 

12  - Joseph  R.  Mantheiy,  Bluffton  (1997) 
13-  Richard  Houck,  Michigan  City  (1998) 
RMS  - Ruchir  Sehra,  Indianapolis  (1996) 
MSS  - Madeline  Eversoll,  Indianapolis 

(1996) 

^Chairman 

ALTERNATE  TRUSTEES 
(Terms  end  in  October) 

District 

1 - John  Berry,  Evansville  (1997) 

2 - Ralph  Stewart,  Vincennes  (1998) 

3 - Kevin  Burke,  Jeffersonville  (1998) 

4 - Lawrence  R.  Bailey  Jr.,  Aurora  (1997) 

5 - Fred  Drake,  Terre  Haute  (1997) 

6 - Howard  C.  Deitsch,  Richmond  (1998) 


7  - Frank  Johnson,  Indianapolis  (1998) 

7 - Craig  Moorman,  Franklin  (1997) 

7 - Girdhar  Ahuja,  Indianapolis  (1996) 

8 - Susan  K.  Pyle,  Union  City  (1997) 

9 - Michael  Stewart,  Crawfordsville 

(1998) 

10  - John  L.  Swarner,  Valparaiso  (1997) 

11  - William  Mohr,  Kokomo  (1998) 

12  - Scott  Wagner,  Fort  Wayne  (1998) 

13  - David  Hornback,  South  Bend  (1997) 
RMS  - Dimg  Nguyen,  Indianapolis  (1996) 
MSS  - Erin  Baker,  Indianapolis  (1996) 

AM  A DELEGATES  (Terms  end  Dec.  31) 
John  D.  MacDougall,  Indianapolis  (1997) 
C.  Dyke  Egnatz,  Schererville  (1997) 
Michael  O.  Mellinger,  LaGrange  (1997) 
John  A.  Knote,  Lafayette  (1996) 

Shirley  Khalouf,  Marion  (1996) 

William  Beeson,  Indianapolis  (1996) 
George  Rawls,  Indianapolis  (1996) 

AMA  ALTERNATE  DELEGATES 
(Terms  end  Dec.  31) 

Barney  Maynard,  Evansville  (1997) 

Paula  Hall,  Indianapolis  (1997) 

William  Cooper,  Columbus  (1997) 

Max  N.  Hoffman,  Covington  (1996) 

Alfred  Cox,  South  Bend  (1996) 

Jerome  Melchior,  Vincennes  (1996) 

DISTRICT  OFFICERS  & MEETINGS 

1 - Pres:  John  Berry,  Evansville 

Secy:  William  Penland,  Evansville 
Annual  Meeting:  May  16,  1996 

2 “ Pres:  Merlin  Coulter,  Washington 

Secy:  R.M.C.  Harrison,  Washington 
Annual  Meeting:  May  9,  1996 

3 - Pres:  Robert  Arnold,  Salem 

Secy:  Kalen  Carty-Kemker,  Salem 
Annual  Meeting:  May  15,  1996 

4 - Pres:  Leon  Michl,  Madison 

Secy:  Howard  Jackson,  Madison 
Annual  Meeting:  May  1,  1996 

5 - Pres:  Ranganath  Vedala,  Brazil 

Secy:  Rahim  Farid,  Brazil 
Annual  Meeting:  May  30,  1996 

6 - Pres:  Ray  Haas,  Greenfield 

Secy:  Douglas  Morrell,  Rushville 
Annual  Meeting:  May  8,  1996 

7 - Pres:  Russell  Judd,  Indianapolis 

Secy:  John  Schneider,  Indianapolis 
Annual  Meeting:  to  be  announced 

8 - Pres:  Eugene  Roach,  Anderson 

Secy:  Randall  Blake,  Anderson 
Annual  Meeting:  June  5,  1996 


9  - Pres:  Michael  Stewart,  Crawfordsville 
Secy:  Stephen  D.  Tharp,  Frankfort 
Annual  Meeting:  Jime  12,  1996 

10  - Pres:  Frank  Hieber,  Mimster 

Secy:  Floyd  Manley,  Hammond 
Annual  Meeting:  April  24,  1996 

11  - Pres:  William  Mohr,  Kokomo 

Secy:  Jack  Higgins,  Kokomo 
Annual  Meeting:  Sept.  11,  1996 

12  - Pres:  David  Haines,  Warsaw 

Secy:  Robert  Dykstra,  Fort  Wayne 
Armual  Meeting:  Sept.  10,  1996 

13  - Pres:  Mohammad  Arab,  LaPorte 

Secy:  Donald  Smith,  South  Bend 
Annual  Meeting:  March  20,  1996 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Fred  W.  Dahling,  New  Haven 
Legislation 

Barney  Maynard,  Evansville 
Physician  Assistance 

Robert  Nelson,  South  Bend 
Medical  Education 

Glenn  J.  Bingle,  Indianapolis 

COMMITTEE  CHAIRMEN 

Grievance 

Richard  B.  Schnute,  Indianapolis 

ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 
Adele  Lash,  Director  of  Operations/ 
Communications 

Mike  Abrams,  Director  of  Marketing/ 
Legislation 

Jennifer  L.  Floyd,  Director  of  Finance/ 
Administration 

Ronald  Dyer,  General  Counsel 
Susan  Grant,  Director  of  Office  Operations/ 
Personnel 

Richard  Ryan,  Field  Services  (Northern) 

Bob  Sullivan,  Field  Services  (Central) 

Janna  Kosinski,  Field  Services  (Southern) 
Barbara  Walker,  Practice  Management 
Consultant 

Meg  Patton,  Practice  Management 
Consultant 

Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  Medicine 
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Representation, 
Education  and 
Networking 


Twenty  Seventh  Assembly  Meeting 
June  20-June  24, 1996 
Chicago  Marriott  Hotel 
Chicago,  IL 

With  a stronger  voice,  comes  greater  action 

Send  a medical  staff  representative  to  the  1996  Annual  American  Medical 
Association  Organized  Medical  Staff  Section  (AMA-OMSS)  Assembly  Meeting, 

June  20-24  in  Chicago  and  have  your  voice  heard.  This  meeting  serves  as  a forum 
for  discussing  issues  and  crafting  policies  that  impact  our  nation’s  health  care  as 
well  as  physician  practice.  Whether  they  be  individual  or  collective  interests 
centering  on  managed  care,  quality  improvement,  antitrust,  medical  ethics,  due 
process,  or  peer  review  the  OMSS  wants  your  views  and  participation  in  helping  to 
shape  the  future  of  medicine.  The  meeting  also  offers  opportunities  to  network 
with  colleagues  and  learn  about  new  products  and  services  from  exhibitors. 

Highlights  of  the  June  meeting  include  an  information  exchange,  which  builds  on 
the  December  1995,  program  theme,  “Creating  the  Future  and  Getting  There 
First.”  Physicians  will: 

• Gain  insight  into  the  “ nuts  and  bolts”  of  establishing  a viable,  autonomous 
organization,  and 

• Explore  various  ways  physicians  can  band  together  to  become  market  leaders. 

In  addition,  an  education  program,  “Keys  to  Influencing  Physician  Performance 
and  Developing  Successful  Clinical  Pathways,”  will  help  physicians: 

• Master  outcomes  measurement  and  management, 

• Differentiate  between  outcomes  measurements  and  clinical  pathways,  and 

• Understand  the  success  factors  for  developing  clinical  pathways. 

Plan  now  to  attend  this  stimulating  and  informative  meeting.  The  Thursday 

evening  Information  Exchange  and  OMSS  Educational  Program  on  Friday 

afternoon  are  sure  to  provide  information  useful  to  your  organized  medical  staff. 

“The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.” 

“The  AMA  designates  this  medical  education  actmty  for  up  to  3 credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award.” 

For  more  iitformation,  please  call  800  AMA-3211  and  ask  for  the  AMA’s 
Department  of  Organized  Medical  Staff  Services. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


■classifieds 


CARLISLE,  GREENCASTLE  & MICHI- 
GAN CITY,  IND.  - Annashae  Corpo- 
ratioa  Healthcare  Management  & 
Staffing,  is  seeking  qualified  physi- 
cians interested  in  providing 
general  medical  services  to 
inmates  at  several  Indiana  correc- 
tional facilities.  Active  Indiana 
license  required.  Malpractice 
coverage  available.  Contact  in 
confidence:  1-800-245-2662. 

CARMEL  HOUSE  FOR  SALE  - Hussey 
Lane  off  106th  Street.  Conveniently 
located  between  St.  Vincent 
Hospital,  86th  Street  and  St.  Vincent 
Hospital,  Carmel.  Two-acre,  two- 
level  lot  with  creek.  Four  bedrooms, 
5th  bedroom/office,  four  baths. 
Modern  eat-in  kitchen.  Florida 
room.  By  owner.  Will  co-op  with 
your  broker.  $449,000.  (317)  844- 
8596. 

UROLOGIST  - MICHIGAN  CITY,  IND. 

- Excellent  opportunity  for  urologist 
to  join  or  assume  practice  of  solo 
practitioner  ready  to  retire  from 
well  established  (30-year)  practice. 
Office  adjacent  to  hospital.  On 
Lake  Michigan,  1 hour  to  Chicago, 
with  fishing,  boating,  golf,  tennis. 
Great  family  community.  Phone 
(219)  879-0949,  office,  or  (219)  874- 
7031,  home. 

FOR  LEASE;  8-room  professionally 
furnished  physician's  office. 
Lafayette,  Ind.  (317)  447-1693  after 
4 p.m. 

CLINICAL  DIRECTOR,  Community 
Health  Clinic.  BC  primary  care 
physician,  MBA/MPH  degreed,  to 
serve  as  clinical  director.  Responsi- 
bilities are  60%  clinical  and  40% 
administrative  to  start,  with  gradual 
transition  into  strictly  administrative 
position.  Will  develop,  coordinate 
and  supervise  clinical  care  pro- 
grams ensuring  compliance  with 
guidelines,  schedule  provider 
personnel,  implement  and  maintain 
quality  improvement  programs, 
represent  provider  staff  to  the 
community  board.  A new  2.2M 


facility  to  be  completed  in  1 997, 
funding  in  place,  will  more  than 
triple  the  space  of  the  current 
building.  You  won't  be  alone;  there 
is  considerable  support  from  the 
local  medical  community.  Safe 
and  family  oriented,  with  great 
schools,  Lafayette  is  a cosmopoli- 
tan city  complemented  by  Purdue 
University  acdemics  and  activities. 
Contact  Debby  Weber,  Recruit- 
ment, P.O.  Box  5545,  Lafayette,  IN 
47904,  (317)  448-8711. 

FOR  SALE  - 1 91 2 dinner  service  for 
1 2,  T.  Haviland,  white  with  gold  trim, 
six  service  dishes,  92  pieces,  $650. 
Louis  XVI  Ormolu  commode.  Burl 
walnut,  marble  top  and  gilded 
metal  drawers,  $1500.  Chippendale 
style  mahogany  bookcase  with 
graduated  drawers  on  bracket 
feet,  $2,600.  Green  and  gold 
Chinese  lacquer  cabinet,  5 feet 
tall,  interior  has  many  small  drawers, 
$1,900.  Mahogany  sideboard. 
Federal  style,  $1,000.  Bocar  oriental 
red  runner,  16  feet  long,  $600.  Call 
(317)  253-1865. 

PROGRESSIVE  OB/GYN  PHYSICIAN 
GROUP  in  northwest  Indiana 
seeking  BE/BC  pediatrician.  This  is  a 
busy  established  practice  doing 
approximately  40  deliveries  per 
month  that  wants  to  work  together 
as  an  alliance.  Our  office  is  affili- 
ated with  three  contemporary 
hospitals  that  all  have  state-of-the- 
art  technology,  a level  11+  nursery, 
outstanding  nursing  staff  as  well  as 
full-time  anesthesia  and  newborn 
intensive  coverage.  Northwest 
Indiana  offers  a quaiity  lifestyle  and 
easy  access  to  Chicago  with  all  of 
its  wonderful  cultural  and  recre- 
ational activities.  Excellent  com- 
pensation and  benefits  package 
that  is  negotiable.  Start  immedi- 
ately. Please  send  CV  to  The 
Woman's  Wellness  Center,  Rhonda 
Volk,  Office  Manager,  9136  Colum- 
bia Ave.,  Munster,  IN  46321 . 


RETIRED  PHYSICIANS  - Thinking  of 
retiring  from  the  battle  over  shrink- 
ing medical  payments?  Leave 
these  headaches  to  us.  We  are 
looking  for  seasoned  primary  care 
physicians  (all  specialties)  who 
want  to  work  1 /2  or  3/4  days 
several  times  a month.  We  are 
located  on  Lake  Michigan  in 
northern  Indiana.  Please  call  (219) 
874-2500. 

1 15-PHYSICIAN  MIDWEST  MULTI- 
SPECIALTY seeking  BE/BC  candi- 
dates: family  medicine  and  pediat- 
rics.  Serving  14  counties  with  a 
population  draw  of  over  320,000. 
Guaranteed  salary  first  two  years, 
relocation  expenses,  CME  funds, 
paid  professional  liability,  invest- 
ment plans,  all  part  of  the  many 
benefits.  A safe,  thriving  family 
community  with  stable  economy 
offers  a rewarding  quality  of  life. 
Through  Purdue  University  we  enjoy 
academics,  cultural  events, 
entertainment  and  Big  10  sports. 
Physician  Recruitment,  Arnett 
Clinic,  P.O.  Box  5545,  Lafayette,  IN 
47904,  (31 7)  448-8000,  1-800-899- 
8448. 

PEDIATRICIAN,  BC/BE,  to  join 
general  pediatrician  and  neona- 
tologist-pediatrician  (N.I.C.U. 
coverage  not  required)  in  north- 
west Indiana.  Superior  schools  and 
community,  many  recreational 
opportunities,  50  miles  from  Chi- 
cago. Six  weeks  per  year  PGE  and 
vacation.  Early  full  partnership. 

Send  CV  and  cover  letter  to  Drs. 
Covey  and  Marquez,  South  Ridge 
Pediatric  Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside 
Indiana.  Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician 
recruiter  for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis.  □ 
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Multiple  Distractions 


Eveiything  is  moving  fast  in  healthcare  today  - especially  the  technology. 

Keeping  pace  is  a tough  challenge.  Add  the  distractions  of  managing  a private  practice 
pius  the  expense  of  keeping  equipment  up  to  date  - and  you  need  a minor  miracle 
to  stay  on  top  professionally  and  financially. 

Caylor-Nicke!  Clinic  has  been  serving  Northeast  Indiana  since  1917. 

We've  stayed  on  top  by  keeping  in  touch  with  technology  and  in  touch  with  the  needs  of  our  physicians. 

We  take  care  of  the  administcative  distractions  while  you  practice  with  fifty  highly  respected  and  supportive 
physiciansis  Assa  key  coritributor  to  this  top  performing,team,  we  know  yoUjWill  need  the  time  and  energy  to 


focus  on  your  family  and  your  profession. 


The  most  advanced  technology  is  on-site,  right  at  your  fingertips. 

At  the  same  time.  you’ll  enjoy  all  the  advantages  of  prospering  in  a safe  and  friendly,  ® 
picturesque  community.  If  you  prefer  an  urban  environment,  f? 

Ft.  Wayne  is  only  25  minutes  away. 

Additional  incentives  include:  , " ^ 

• Built-in  referrals  to  maximize  your  income.  » 


The  security  of  a competitive  salary  guarantee  plus  bonuses. 
• Automobile  program. 

• Fully  paid  malpractice  insurance. 


If  the  distractions  of  your  practice  have  diverted  you  from  your  personal  and 
professional  goals,  we  invite  you  to  visit  Caylor-Nickel  Clinic. 

Openings  exist  at  our  progressive  50  physician  group,  for  doctors  specializing  in: 

• Dermatology 

• Emergency  Medicine  (FP/IM) 

• Family  Practice 

• Internal  Medicine 

' • Orthopedic  Surgery 
fV  ♦ Pediatrics 
Rheumatology 

For  a full  description  of  the  physician’s  role  and  rewards  with 
Caylor-Nickel  Clinic,  call  Gregg  Kurtz,  CPC  at  l*800«756-2663. 

Caylor-Nickel  Clinic/ P.C. 


One  Caylor-Nickel  Square  • Blujfton,  Indiana  • 46714 


^DIANA  MEDICINE/May/June  1996 


311 


m 


Physician  desired  for  full  time  as- 
sociate medical  director  with 
ChoiceCare,  the  greater  Cincin- 
nati leading  care  organization. 
Responsibilities  include  develop- 


ing and  directing  health  care  ini- 
tiatives and  building  provider  re- 
lationships. Strong  clinical 
background  and  organizational 
skills  preferred.  All  inquiries  are 
confidential.  Reply  with  resume  to 
Human  Resources  Department, 
ChoiceCare,  655  Eden  Park  Drive, 
Suite  400,  Cincinnati,  OH  45202- 
6506,  or  Fax  (513)  684-7461. 
Equal  Opportunity  Employer. 


CHO\cr.  Care 


HEALTH  CARE  ECONOMICS,  INC. 

Since  1981 

6350  North  Shadeland  Avenue 
Suite  3 

Indianapolis,  IN  46220 

(317)  845-5100 
Fax  (317)  845-0808 


* 


* Documentation 
Coding/billing  guidelines 

* Managed  Care 

* Accounts  Receivable 

* Pre-Collection  Service 

* Practice  Management 

* Marketing 

* Educational  Seminars 
* Staff  Management 

* Fee  Profiles 


Advertising  index 

AllMed 273 

Cay  lor  Nickel  Clinic 311  . 

Central  Pharmaceuticals 239 

ChoiceCare 312 

Dental  Medical  Power.. 255 

Health  Care  Economics 312  | 

Indiana  Army  National  Guard 307 

ISMA  Insurance  Agency 241,  Cover  ! 

Northside  Cardiology 271 

Northwestern  Memorial  Hospital 238  i 

Norwest  Banks  249  i 

Physicians'  Directory 278 

Physicians  Insurance  Co.  of  Indiana Cover  ; 

Reeves  Hummer 259  ! 

Standard  Register Cover 

U.S.  Air  Force 299 

University  Place 297 


In  accepting  advertising  for  publication,  Indiana 
Medicine  has  exercised  reasonable  precaution  to 
ensure  that  only  reputable,  factual  advertisements 
are  included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
cal appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement 
of  such  is  warranted,  stated  or  implied  by  the  asso- 
ciation. 


Are  you  moving? 

If  so,  please  send  change  of  address  to  the  Indiana  State 
Medical  Association,  Membership  Department,  322  Canal 
Walk,  Indianapolis,  IN  46202-3268,  at  least  six  weeks 
before  you  move. 

Name: 

Address: 

City: 

State: Zip: County: 

Office  phone: Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of 
Indiana  Medicine  here: 


0882  ^ T y 
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We  can  answer  coding  or  billing  question  over  the 
phone.  Call  317-845-5100  for  more  information. 
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